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priority for the Admirflstratidh for ehildren. 
Youth and Families is strengthening 
Bl' American Earhilies with ah erhphasis on 
economic, arid social seif-sufficieney. iShild care is 
recognized as ah integral part of this goal arid is related 
to reduced welfare dependency, higher earnings, arid 
the potential for learriing arid developmental gairis: 
Today with nearly 70 percent of the woriieri with 
school age children arid 54 percent of the women with 
preschool children working outside their home, the 
deniarid for quality child care services is growing. By 
1990, the number of preschool children with both 
parents in the labor force will increase by over 2 
million or 36 percent arid the nurriber of children of 
single working parents will increase by over a rriillion 
or 57 percent. 

The Administration for Children, Youth and 
Families has piayed an integral role injhe development 
of quality child care pirograms._ Twenty years of 
research and testimony on the Head Start program 
have illustrated the benefits of this comprehensive, 
four-component program pirovidirig education. 



health, parent involvement and social ocrvices in sup- 
port of preschool-aged children from low income 
families. Through the provision of health services 
(medical, dental, nutrition and mental health) to ail 
enroUed chiidren, the Head Start program continues 
to demonstrate the Administration's strong commit- 
ment to health and safety in child care programs. 

The Administration for Ch^^^ Youth and 

Families Jscomrnitted to federal, state and local public 
health agencies working cooperatively to strengthen 
health and safety in child care programs. We arc 
pleased to have this opportunity to co-sponsor the 
development of '^Health of Children in Day Care- 
Public Health Profiles:" The projects described in this 
publicatiori represent successful models deveioped by 
State and local public health agencies in support of 
health and safety activities; it is our hope that this 
publication will serve as a model to other public health 
agencies iri their efforts to strengthen health services 
in child care progranis. 

Pddic Livingston, Commis.,ioncr Phyllis Stubbi>/M,D,, \LP.H. 
Adin i ni St rat i on fp r C h i Id rcn , Di rcc toA Heal t h S c r v iccs 

Youth and Families Health Start Bureau 




hild care by other than parents has become a 
basic need for the majority^ of American 
families. The quality of their children's care is 
a basic concern to them, to care providers, and to 
those in the community who have responsibilities for 
safeguarding children's development, health and safe- 
ty Long term benefits can be gained from setting that 
provide enriching developmental experiences and 
promote healthful living practices iri safe en- 
vironments. Conversely, children may suffer, 
sometimes permanently, when their care is poor, in- 
appropriate and inconsistent: Parents require 
assistance to select the child car-- option that will 
strerigthen their family and assure that their children 
are not alone fending for themselves. 

While the responsibility for a child's health and 
welfare ulLlmately rests with the parents, public health 
programs traditionally have had concerns for childreri 
who must depend upon others to provide their care 
or who must remairi alone during parts of each day. 
Safeguarding and upgrading their health and safety can 
be fostered by licensing and registering child care pro- 
grams and by helping families to find suitable 
placements for the care of their children. The agen- 
cy or complex of agencies responsible for insuring that 
licensure or registration standards are met and en- 
forced in various lypes of child care settings difier 
from state to state. Therefore, no one model can serve 
all situations. Regardless of v/Here the official respon- 
sibility rests, public health agericies are expected to 
assume a leadership role iri ericouraging realistic sta^i- 
dards that safeguard and promote the health and safety 
of childreri whether through licensure, registration, 
consultatiori or technical assistarice activities. In- 
dividuals who want to care for children rnust be 
helped to raise their Staridards to ari acceptable if riot 
to an iexemplary level of performance. Licensure or 
registration must be approached iri a riiaririer that eri- 



cou rages care providers to offer safe and enriching 
care, 2nd to improve their progiarns and settings 
accoraingly. 

Crireria, standards arid perforrnarice measures for 
child care programs are desigried to protect the child, 
parent, owner pnd staff of the child care setting. To en- 
courage initiation of child care programs and to irisUre 
their survival, consider the foUowirig when reading 
this publication and when establishing child care 
criteria, srandards and performance measures. 

^Each criterion must address the maintenance or 

improvement of a specific health status concern. 

The standard for each criterion must be scien- 
tifically sound and financially feasible. 

Obser\^ble performance measures must be 
determined foj: each standard. 

Feriodic monitoring of each standard must be 
conducted: 

Internal and external monitoring must be en- 
couraged, permitted and conducted. 

Mechanisms for negotiating for positive daily 
practices and envi^ronmental changes must be available 
to parents, owners, staff, official agencies and others. 

Methods for evaluating the effects of the changes 
in the environment and daily practices on the health 
and safety of the chiidren must be planned and 
conducted. 

The Division of Maternal and Child Health is 
pleased to join the Adrninistration for Children, Youth 
and Families in making possible this conference and 
publication. This collaborative effort attests to the 
assertive approaches that our agencies are taking to 
promote and safeguard chiidren of this nation who are 
dependent upon child care providers to safeguard and 
nurture therri duririg sonie part of each day 



Vince L Hutchiris, M , p, 
Directpr,_Division of Maternal 
and Child Health 
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\'Ours is d story, or rdther d series of stories, 
largly untold, of innovative p health 
programs for children in daycare. 

Patricia T. Schlbesser, M.D., F.A.A;R 6 
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I urs is a story, or rather a scries of stories, 
! iargeiy untold, of innovative public heaith 
programs for children in day care. We invite 
the reader to sampje a variety of approaches to 
safeguard and promote the health and weil-being of 
day care children used by real people in actual state 
and local public health agencies across the country. 
Thirteen program profiles are offered to reflect a wide 
diversity of activities ]n day care which could be 
replicated by the broader public health community. 

In increasing numbers, as their mothers take up 
employment, young children are spending their days 
away from their own homes or relative care. Day care 
has emerged as an alternate to home care for child rear- 
ing today, with almost 30% of preschoolers receiving 
out-of-home care by non-relatives in day care homes 
PJ^.^^'^^?^^ This clustering of pres*^ ^ool children in 
recognized day care facilities generates new concerns 
for the children's health, while at the same time 
presents unique opportunities for public health to 
extend preventive services to an age group often hard 
to reach: 

Public health has a long history of involvement 
with day care programs for children: Today's day care 
programs originated in the nineteenth century with 
the establishment of day nurseries for the custodial 
care Oi poor children and the part-day group educa- 
tion of preschoolers, known as kindergartens. The day 
nurseries were operated under charitable auspices by 
social agencies and regulated by local sanitary codes 
such as those in New York City in the 1856s. A primary 
concern then, as today, was the potential for spread 
of infections, so special attention was given to sanita- 
tion inspections, food handling, and control of com- 
municable diseases. In the twentieth century, group 
education of preschool children in the form of nursery 
schools became a popular supplement to home care 
for middle income families. Public health played a 
lesser role v/ith these lower risk, part-day educational 
services, except for intervening during outbreaks of 
infectious diseases. There were natural linkages, 
however, between rhaternal arid child health 
develpprherital services arid nursery schools or 
preschdols which fostered optimal growth and 
develpprnent. 

Publicly i-un full-day care ceriters tor working 
families emerged during the depressibri years, largely 
through funding by the Works Progress Administra- 
tion. When licensing of child care facilities received 
an impetus from Title V of the Social Security Act, 
enacted in 1935, it became identified as a child welfare 
service. At that time it seemed logical for social welfare 
rather than the health agency to assume this **prdtec- 
tive" role, as the few children in full day care were 
poor, often AFpC recipients, and in need of other 
social services. With the exception of states arid cities 
where public health had the legal mandate for licens- 
ing, most public health agencies were peripherally in- 
volved by assisting the licensing authority with health 
and safety standards, consulting on communicable 
disepse and performing sariitatidn inspectioris. 

World War II gave further impetus to full day care 
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programs, often locatied at or riear factories, hospitals 
or community centers, so that women with young 
children could join the war effort. Although many of 
these centers closed after the war, the need for full time 
day care remained as wornen continued in the work 
force in ever-increasing nunibers. 

During the 195bs privately spdrispred centers and 

homes emerged, as families with two iricornes became 
able to afiford this type of caire, Public policy discus- 
sions about day care at the I960 White House Cbri- 
ference on Children and Youth and a national cori- 
ference on day care in 1962 led to numerous activities 
to strengthen day care services. Health, mental health, 
welfare and education agencies collaborated to 
develop s^ndards, and many states enacted or updated 
legisiation to license day care facilities. Federal initia- 
tives established the Head Start Program for the disad- 
vantaged, retraining programs for women entering the 
woric forc^ axhild care food program, a child care tax 
credit, and empioyei^mx incentives. In addition, fund- 
ing of day care services for poor families was in- 
creased: Accornpanying these initiatives were the 
federal interagency day care regulations, which were 
repealed in 1981 when various federal responsibilities 
were transferred to state::. 

A more recent development is the provision of 
on-site day care by the corporate sector, day care infor- 
mation and referral services for the general public, 
vouchers for employees to^ob^in qff-site day care, a 
variety of latchkey programs for school age children 
and special sick child care facilities. As day care 
became used by all segments of society consumer 
protection issues surfaced calling for public health 
intervention, much as they have occurred in the past 
for restaurants, hospitals, schools, and nursing homes. 

In the 1980s, at a time of de ••easing federal sup- 
port for day care, a national spotlight was turned on 
the risks occurring in day care facilities: infectious 
diseases, accidents, child abuse and neglect^ Public 
health, which had been relatively quiescent for a 
decade, was suddenly called upon to find solutions to 
problems which had erupted in day care programs: 
At the 1984 National Gonference on infectious 
Diseases in Day Care held in Minneapolis, the major 
themes which emerged were the importance of en- 
virorirrierital and staffirig standards, basic hygiene 
riieasures, improved prevention and management of 
infectious disease, and training of child care provideis: 
Also highlighted was the potential for improving the 
health of children in day care by immunizations, health 
assessments, screening, nutrition, and special pro- 
grams for the handicapped. Health organizations in- 
cluding the American Academy of Pediatrics, the 
American Public Health Association, the Com- 
municable Disease Center of the Public Health Service, 
and the Division of Maternal and Child Health, and the 
Administration of Children, Youth and FamiHes of the 
Department of Health and Human Services showed 
a renewed interest in addressing health and safety 
issues in day care. 

Although many public health agericies have been 
active in safeguarding and upgrading the health of 



children in day care, there has been very iittie 
I systematizatipn of those opehatibns and minimal 
reporting to thie profejssional field of public health or 
to the comn?uriity generally Some important ques- 
tions need answers: What is public health doing today 
to protiect and prorhote: the health and safety of 
children in day care? .\re there some public health pro- 
grams which could serve a? models for others? How 
can this information be shared to encourage greater 
involvement by public health? This project, fieaith of 
axildreu in Day Care— Public HeaUh Profiies\ is 
designed as a beginning response to these questions. 
The Kansas Department of Health and Environment 
was selected to spearhead this effort because of its con- 
tinuous experience since 1919 of licensing day care 
fecillties as a maternal and child health service, and the 
sSffs working knowledge of other public health day 
care service across the country The primary goal of 
this publication is to present a number of successful 
models which can be replicated. It is our hope that 
other public health agencies will be encouraged to 
take the lead in improving the health of children in 
day care. 

In addition to the end product of a publication, 

the dynamics of the project year are worth recounting 
since they were designed to create widening circles of 
interest in the health and day care community A core 
multi-disciplinary part-time staff was responsible for 
the steering of the project; narriely 'your introducer;" 
a public health pediatrician; Marge Petty a health 
educator; Norris Class, a social scientist and noted 
child care licensing specialist; Shirley Norris, a child 
development specialist; and Pam Carpenter, an admin- 
istrative assistant. Also of importance was the counsel 
and support of Barbara Sabol, Secretary of the Kansas 
Department of Health and Environment, and also a 
nurse with extensi\^e experience in day care programs. 
Special health consultants provided guidance 
throughout the year— Dr. Glen Bartleti and Dr. Al 
Chang, American Public Health Association; Dr. Susan 
Aronson and Dr George Sterne, American Academy 
of Pediatrics; and Mrs. Geraldine Norris Funke and Dr. 
Phyllis Stubbs from the Department of Health and 
Human Services. Jointly this staff identified public 
health programs which would be geographically 
representative, diverse in programming and could 
serve as models for thic potential role for public health 
in day care. Within two months thirteen public health 
agencies, seven state and six local, enthusiastically 
agreed to develop a program profile with a core theme 
and to participate in a two day profile conference. 
Since these thirteen agencies might not fully represent 
the full spectrum of activities, it was decided to do a 
*:quick inquiry " to state Maternal and Child Health and 
Crippled ehildren's Programs to gain sorne "beginning 
intelligence" of the range of activities occurring in the 
states. Besides gaining this information, a major 
rationale for the inquiry w^s to stimulate stare pro- 
grams to focus more ritentiqn on the day care popula- 
tion. The response was gratifying with 60% reporting. 

The profilers were asked to submit their article 
piridf to the profile conference for review by the 



special coiisultarits. Each profile was also shared with 
all participants before the conference; The conference 
was held in Kansas Cit>^Miss6uri on March 3 and 4, 
1986. Although the project underwrote expenses for 
one person from each profile agency three agencies 
elected to send additional representatives at their own 
expense. There were also inquiries frorh state agencies 
and schools of public health for perrhission to send 
persons to audit. This was a hard working group at the 
conference. The profilers presented their programs 
which were critiqued by the APHA and AAP con- 
sultants. A free discussion by all participants followed 
with suggestions for changes or different emphases:. 
The final afterridbh, open discussion occurred regard- 
ing major themes and future directions. The con- 
ference evaluation received a high rating with the 
caveat that there was not enough time to discuss 
all issues. It was agreed a repeat conference should 
be held. 

^The major themes which emerged firbm the con- 
ference discussions were an expanded role for public 
heaith, management issues and policy formulation. 
The various roles presented by the profile studies can 
be grouped under three categories: direct services for 
children, parents and providers, community organiza- 
tion and regulation. It appears that a legal base for 
involvement with day care either as the state licens- 
ing authorky or through local public health codes sen- 
sitizes agencies to expand non-regulatory preventive 
services to the day care population. It should be noted 
that six of the seven profile states do have licensing 
authority yet report a variety of associated health pro- 
motional activities. The other public health profiles 
portray creative ways in which public health agencies 
can work in concert with the licensing authority to 
promote the health of children in day care. Public 
health prevention programs and child care licensing 
programs have much in common as both are oriented 
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to the future, both fqctis on the entire community or 
a larjge section of the poptilatibh; both are based on 
a validated common sense idea of causation and the 
administration at times requires a show of authority 
Following the conference the profilers revised 
their chapters, incorpdrating suggestions made dur- 
ing the cohfererice discussions. As a look to the future 
thie medical cbhsultants have provided a surnmary 
staterrieht for the publication. The project secured the 
help of an advertising arid graphic design agency 
(Admark, Inc., Topeka, Karisas) to complete the final 
editing and to develop an attractive publication with 
original illustrations designed to **entice" the reader. 
(State profiles are presented first in alphabetical order; 
followed by local profiles iri the same manner) The 
appendix rhaterial consists of 1) arinotated citations of 
all supplementary rhaterial submitted by each profiler; 
with the address and telephone number for ready 
communication by the reader^ 2) summary of the 
inquiry to state Maternal and Child Health offices with 



selected **mini-pro files,' \td further portray the scope, 
and diversity of pubiic heaith programihg; 3) brief 
bibliography for beginning references on health arid 
safety issues in day care reguiatory admirlist ration arid 
the innovation and diffusion theory; and 4) si jrt 
listing of major organizations concerned with che 
health aspects of day care. 

These pubjic heaith profiles present a myr 

services which collectively teli a story of public health 
contributions designed to improve the health and 
safety of children in day care. It is our hope that this 
publication^can contribute to the diffusion of innova- 
tions throughout the public health community so that 
these ideas wiU become commonplace nationally. 

As a final word, rnay I express my appreciation 
to the core staff^ our federal and medical consultants, 
the profilers and conferees who made this work 
so enjoyable. 

Pat Sehloessen M.D. F.A.A P 
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ABSTRACT 



or 20 years, 1966 to 1986, the Arizona MCH 
program has grappled with certain early 
childhood themes: 

The educatidnal/dcvelopmental quality of 
day care programs 

Ill-state advocacy for improved oppor- 
tunities for children 

Parent education and parent involvement 

Ari early childhood voice within the state 
health structure 

The program's continuing goal has been quality 
child day care. Means of accomplishing this goal 
have included: 

• Organizing, and stimulating strong advocate 
organizations made up of providers, parents, 
academic leaders, church leaders, and public 
agency officials 

• Directly or indirectly assisting the origina- 
tion of priva e agencies who could provide 
training, monitpririg, and upgrading of day 
care programs far in excess of what could be 
accomplished by the state or local govern- 
mental agencies 

• Being constantly in readiness to rhove into a 
supportive position at the right time for 
significant new developrnerits, e.g. Arizona 



ERIC 



17 



State 4-C Committee, Arizona Save-a-Ghild 
League, and the Governor's Gouncil on 
Children, Youth and Families 

• Developing and conducting parent-oriented 
training and educational activities using staff 
of the State MCH program, assisted by 
related units of the State Health Department 
or associated agencies 

• Maintaining within the State MCH unit, a 
single focus for all early childhood con- 
cerns, in the_person of the MCH Early 
Childhood Consultant 

• Insuring longevity of the early childhood 
effort within MCH by aligning the early 
childhood activities with the most 
unassailable portions of the total program 

• Keeping the early childhood effort in close 
personal tpUch with the community's early 
childhood leaders^ thus maintaining a strong 
constituency as a base of support 

it has been the Arizona experience that the addi- 
tion of an individuaijvith specificjraining and exper- 
ience in early childhood education to the State Mater- 
nal and Child Heaith staff will^epay benefits, measured 
in enrichment and Improvement of the program, fiar 
beyond initial expectations: 

in Arizona, the activities of a single early 
childhood consultant located in the MCH program, 
maintained over 20 yeaS with Title V fijnding, and 
recently broadened by program expansion and align- 

1 6 



merit with high-risk Infan^ concerns, have enabied 
both state health departmentand outside agencies to 
achieve substantial improvements: A broad scope of 
parent-teaching and parent-advocacy efforts is con- 
tinubusly in place. Strong, vigorous early childhood 
organizations are active and expanding: 

Jn Arizona, the activities of a. single early 

childhood consultant located ih_the MCH program, 
maintained over 20 years with Title V ftindihg, and 
recently broadened by program expansion arid align- 
merit with high-risk infant concerns, have enabled 
both state health department and ou tside agericies to 
achieve substantial improvernerits. A broad scope of 
parent-teaching and parent-advocacy efforts is con- 
j tinuously in place. Strong, vigorous early childhood 
organizations are active and expanding. 



INTRODUCTION 

Arizona, with a current population of about 2.5 
miJiioh, has been among the five most rapidly^rowing 
states in the country over the past 20 years. The major 
portion of this explosive increase in Arizona citizeris 
has settled in the two major urban centers of the state: 
Phoenix (and surrqunding suburban communities) 
and Ibcson^ The balance of the state is sparsely 
populated, arid for the most part is desert terrain, with 
contrasting mouritain areas across the north central 
and eastern portions. 

Arizona is also a young state, in spfte of its feputa- 
tion as a focus for retirement communities. The 
median age of the population is below the national 
average, with the^ preponderance of new residents 
being young femilies: The pre-school population 
numbers approximately 260,000. Mirroring the trend 
being observed nationally, more than 50% of women 
in Arizona are employed in the work force. 

To accommodate the growing need for child day 
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care, the increase in the number of child care fecilities 
has kept pace with the^rbwth in population: Cur- 
rently there are about 750 day care centers (licensed 
by the state to care for five or more children), and 1200 
day care homes (caring for fewer than five children, 
not subject to state licerisure but certified by the 
state social service agency for placement of low- 
income children). 

Currently, and for the past 20 years, day care 
center licensing has been carried out by the State 
Health bepartirient's Division of Health 
Resources/Health Facilities. The Division's Office of 
Child Day Care Licensing, with a staff of eight sur- 
veyors, is headed by an Office Chief who reports to 
the Division Director, who in turn reports to the state 
Director of Public Health. 

The Departrnent^s Office of Maternal and Child 

Health, the focus of activities described in this paper, 
is organizationally removed from the ljcensirig func- 
tion. It is part of the Divisibri of Family Health Services, 
wi th the Chief of MCH reporting to the Division Direc- 
tor; and he in turn reporting to the Director of Public 
Health. This structure has not represented a significant 
barrier to communication over the years. In fact, the 
separation of the MCH staffs early childhood consul- 
tant from the day care licensing staff has prbyeri to be 
advantageous in terms of community irivblvement, 
advocacy^ consultation with centers, arid credibility 
Over time, a few issues have been consLdered 
of paramount importance by the Arizona Public 
Health leadership: 

A . In 1966, the day care licensing statute passed by 
the Arizona legislature was seen by many political, 
health and citizen leaders as applicable only to 
children jDlaced in day care artd paid for by the state 
welfere department. 

The State Health Department, responsible for 

developing regulations for issuance of licenses and 
monitoring of care in centers, was bperating from a 
viewpoint limited to fire safety and sanitation 
standards. 

5. Early cjiildhood advocates, concerned about a 
broader view of the emotional and develbpriierital,^ as 
well as the^pureiy physical health aspects of child day 
care jprogrammjng^ were few in number arid lacked 
organizational strength. 

C. Parerits of childreri iri day care had virtually no 
exposure to the issues of quality programming versus 
custodial day care. Opportunities to involve the 
parents in such activities were extremely scarce and 
official efforts to involve_parents to create change did 
not exist. Educational offeririgs to parents on health 
matters were also virtually ribri-existent. 

B. As recendy as 1^^ jaw prohibited 

school districts from^ing sate dollars to offer any sort 
of educational program for children below kindergar- 
ten age. This virtually preveiited the development of 
any public programs for developmentally handi- 
capped childreh. 
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Cireatidri df the block grants in 1981, with the 
accompanying relinquishment of virtually ali federal 
priorities oir requirements (in favor of state determina- 
tion), placed MCH activities such as early chiidhood 
emphasis arid day care parent trairiirig in a more 
precarious positiori. 

the material which follows defines those issues, 
and describes the manner in which they have 
been addressed. 



GQMMUNIGATIQN 

For 20 years the Arizona MCH Program has had 
a coritiriUirig focus bri issues of early childhood. This 
component had its origin in 1966 when the entire 
MCH staff consisted of a Medical Director, a Public 
Health Nursing Consultant, a Nujritibnist, a Hearing 
Prograrri CdnsUltarit, and a Perinatal Mortality 
Researcher. As is so often the case, the involvement in 
early cllildi lodd and in child day care issues came 
about riot through deliberate planning on the part of 
the MCH uriit, bUt as the result of a crisis. That crisis 
was the state legislature's passage of a law requiring that 
child day care ceriters be licerised, with responsibil- 
ity for develppirig licerisirig staridards and regulatipris 
giveri to the Health Department. It was recognized that 
the iriitial develdpnient of regulations could best be 
accomplished by establishing a pdsitidri for a Child 
Day Care Consultant^ arid sirice the only available 
funding for such a position came from Title V, the posi- 
tion was placed in the Materrtal & Child Health BUreaU, 

The develdpmertt of the job description and 
qualificatidns for this position proved to be critically 
important in the ultimate impact to be made. It allowed 
for the selection of an individual with some 
background in the health field, but not limited totally 
to that area, resulting in the hiring of a person whose 
priinary frame of reference was early childhood/child 
development. This type of background provided a 
more holistic approach to the problem. One of the 
strengths that the newly hired consultant brought to 
the Arizona program was an ability to mobilize leaders 
in the Day Care and Early Childhood field to assist the 
Department as programs were developed. 

From the outset the MCH Program was con- 
cerned that parents be involved in most aspects of out- 
of-home care for young children. So, once the initial 
licensing regulations had been developed and adopted 
(and responsibility for their ejiforcement turned over 
to the Department's Licensing section), the consultant 
began attending to those i^ssues which have 
representedthe thrust of MCH involvemejit from that 
time until the present: The attitude arnong Arizona's 
Public Health and political leaders concerning ear[y 
childhood issues w^^^ mostly one^of apathy There was 
little understanding of the scope or importance of 
early development. The MCH Program, through its 
Early Childhbbd Consultant, was challenged to 
change that perspective. 

The Early Childhood Consultant develdped an 
briehtatibh prbgrarh for prost)ective day care center 
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operators. This drieritatidri was carried out both in 
informal and fdrnlal settings. The informal preserita- 
tidri was done dri a drie td one basis^ through appdirit- 
nierits set Up in the cdrisUltarit's office, The more fdir- 
frial segnlierit consisted of regularly scheduled group 
sessidnSj held iri both Phperiix and Tucsori, to which 
all iridividuals who had indicated their iriteritidri of 
beginning a center were invited. These orientatidris 
became widel)^ kridwri arid were popular. The)'' wiere 
diesigned to ariswer practical qUestidriS regardirig prd- 
grams, chiid developnlerit fprnls arid reqUireriierits td 
meet state licerisirig staridards, but, iri addition, always 
included ari emphasis on parent irivdlvenlerit. 

Within two to three years the need for a regular 
means of communicating with centers, day care 
homes, and parents around the state became obvious. 
Thus was conceived and created a quarterly 
newspaper called "KIDBITS." "KIDBITS" contained 
a potpourri of information, announcements, even ser- 
mons, pertinent to the concerns and interests of those 
involved in early childhood. The newsletter has been 
continuously published since the early 1970 - and at 
the present time is sent to over 750 day care centers 
and over 1200 day care homes. Many centers duplicate 
pertinent articles and materials from the newsletter for 
distribution to parents. In this way, MCH's message to 
parents is most efficiently provided to them. 

Another, more extensive publication, was first 
created in 1973 and was entitled 'The Day Care 
Manual." This volume^ represented several years of 
work in consultation with alj members of the State 
MCH staff The nianual is primarily designed for the 
ojDerators and owners of day care center^ ^i^^ojJg]^?^^ 
the state. It was particularly useful for those beginn- 
ing a day ca^e center, but v^s very fevorably receiv- 
ed by those who had operated a center for years: There 
were sections on center administration, a health care 
program, an infant and toddler program, child growth 
and development, staff training, housekeeping, and 
the current Arizona Licensing Law and Regulations: 
Throughout each of these sections, which total over 
100 pages, there is a recurring message concerning 
parent involvement in each of the above aspects of 
child day care. The manual is still in use, has been 
through several revisions, and is frequently alluded to 
by long time day care operators as "The Bible" of the 
Arizona Child Day Care Field. 

Because of its geographic configuration, Arizona 
faces problems with development of all sorts df serv- 
ices in its outlying rural areas. This is rid less true of 
child day care. The MCH program has traditiorially 
been particularly sensitive to the need to spend time 
with the rural areas of the state. The Early Childhood 
Consultant traveled extensively to the outlying areas 
providing individual consultation, presenting 
workshops and assisting local communities in the 
coordination of their resources. For a period of time 
in the early 198b's, a regular presentation was put 
together and taken to many of the state's communities; 
it was called **Health Screening — ^An Investment in 
Your Comrnunity'' T% presentation^ which took an 
entire day, consisted of: general information about 



health, about screening programs, and about irrimuni- 
zatiohs, presented by the Early Childhood Consultant; 
a section on nutrition, with nutrition screening, 
presented by one of the staff nutritionists; a section 
oh available (X)rnrnunky resources assisted by local 
individuals; and a practical session on hearing screen- 
ing, presehted by an MCH audiologist, emphasizing 
the role of parents in the detection of hearing prob- 
lems in their preschool age children. 
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In the late 1960's, The Early Childhood Consul- 
tant assisted in the mdbilizarion of others who had 
early childhood backgrounds and were concerned 
about the quality of child care to form an organization 
called the Early Childhood Council. This method of 
operation was the forerunner of many similar efforts 
by the MCH Progran over the years. Concerns of early 
childhood education vvere never among those priority 
items with which the State Health Department con- 
cerned itself; rather it was always with great difficul- 
ty that the goals and objectives were even made clear 
to the Public Health establishment. This being the 
case, the Arizona MCH Program found that it could be 
most effective by working through others: by 
facilitating the creation of programs, often through 
other agencies, but always with assistance and support 
from the MCH Unit. 

MCH played an important role in_the develop- 
ment and acceptance of the Child. Development 
Associate (CDA) program in Arizona. Specifically, the 
Early Childhood Consultant performed the following 
functions: 



i. F^rt[cipated in the competency formation process 
in Arizona, which involved a number oLstatewide 
meetings conducted by national people. The group 
formulated and reviewed drafts of the CDA 
competencies. 

^ ' ©rganized and conducted two regional meetings 
to familiarize various professionals and governmen- 
tal agency people with the program, and to gain 
their support: 

3. Worked successftijly for inclusion of the CDA cer- 
tificate as a qualification in the child day care center 
licensing regulations. 

4. Provided a resource for information about the 
CDA program for people interested in entering, arid 
publicized and promoted it extensively This is still 

; done by the current consultant. 

In like manner, MCH was very supportive of the 
growth of the local chapter of the Association for the 
Education of Young Children^In recent years, as net- 
working among early childhood proponents has 
become more and more prominen^in the MCH Pro- 
gram, the contacts found in the regular meetings of 
AEYC are most valuable. 

Perhaps the ultimate example of parent and 
voluntary ageney/Sidvocate involvement in eariy 
childhood issues in Arizona began in 1982. This is the 



utilizatibh of the annual of the Young Child as 
a time for a saturation campaign for early chiidhobd 
issues throughout the state. The Arizoria MCH pro- 
gram, working closely with the Valley of the Sun 
Chapter of the Association for Young Children, has 
managed to develop an extensive statewide celebra- 
tion with participation by literally thousands of iri- 
djviduals, targeted directly at parents of young 
children. A multitude^of participatory activities arid 
happenings have comprised Arizona's Week of the 
Young ehiid cejebnirion^ each year centered around 
a specific theme: Dozens of individuals in Arizoria have 
grouped together to complete the planning arid the ex- 
ecution of this celebration. However, the focus has 
been with the Early Childhood Consultant arid the 
State MCH program: For example, production, 
assembly and mailing of thousands of packets of infor- 
mation Oil the Wock havejbeen carried out in the 
offices of the MCH program: 

Each year a theme is chosen by the organizers of 
the week and prominently featured in posters, pro- 
grams, activity schedules, etc More importantly the 
theme becomes incorporated into the very essence of 
the lead-up activities, and into the consciousness of 
the participants and planners: 

Xhe_ theme in 1984 was CHERISH THE 

WONmRS OF CHILDREN; in 1985 it was VALUE THE 
DIGNITY OF CHILDREN; and in 1986 it will be 
SOARING TO NEW HEIGHTS. 

The potential for eontinuing advocacy for better 
fijriding and better opportunities for early childhood 
programs that results from this massive statewide ex- 
posure is evident. 



PARENT INVOLVEMENT 
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As the Early Childhood Corisultarit_ activity 
became firm|y established within the MCH Program, 
the Consultant increasingly received requests directly 
from parents asking assistance in locatinjg a day care 
center for their child. As these requests increased in 
number, the consultant found it necessary to develop 
an elaborate card file in which were listed by 
geographic location , ajl of the centers in the state wi th 
the center's key characteristics and a descriptiori of its 
program. A large vi^ll map was developed with huri- 
dreds of color-coded pins indicating the various 
categories of centers throughout the state. Familiarity 
with the programs was only achieved by visits and 
conversations with center djrectors and staff Over the 
years this system enabled literally thousands of parents 
to find ah appropriate center fbr thejr children. In addi- 
tion, these parent contacts provided a great oppor- 
tunity to discuss the appropriateness of prograrns, 
activities, health care issues, etc. to the developmen- 
tal level of the child. 

As time passed, it became evident to the MCH 
Director and the Early Chiidhood Consultant that cer- 
tain problems recurred in many centers and were the 
subject of firequent requests for assistance. From this 
knowledge a series of workshops was planned 
arid conducted for day care operators, staff, com- 



munity groups and always . .parents. Some examiiples 
of workshops that were given repeatedly over the 
years incliaded: 

f. Worta^ During the 1970*5 

child abuse yv^sbecorning widely recognized and a 
great deal of effort was expended by health and social 
service agencies to combat t^ probleiTi. The Day Care 
Wbrkshqps focused on^y basic communication 
skills between parents and their children. They were 
designed to give day care operators the tools by which 
they could work directly with individual parents to 
alleviate stressftil situations likely to cause child abuse 
by a parent. 

2. During a time when hepatitis epidemics were 
occurring in many of Arizona's Day Care Centers, 
workshops were developed and presented around the 
state. Personal hygiene irrfectious disease control, and 
sanitation techniques for the cente^and home were 
presented. An instructional booklet was designed and 
distributed to the day care centers to be further 
distributed to the parents. 

3 . One of the most popular workshops developed 
wasihe activity workshop, affectionately referred to 
as "Dabble Days.'V Hundreds of common, everyday 
materials were collected together and brought to a 
large rrieeting place for display and use: One or even 
two days werc devoted to utilization of these materials 
by parents, Brownie leaders, day care operators, and 
children who came in, browsed through the various 
materials, then created projects with paste, paint, cut 
dUts, etc. The workshops were accompanied by 
explanatory rnaterial showing how the activities em- 
phasized creativity and individual expression: "Dabble 
Days*' becarrie a way of teaching child development 
with a very practical application to the day care set- 
ting and in a way which was more like a carnival than 
a training session. 



.yPVOCACY 

Still another issue extremely pertinent to the 
Arizona early childhood scene came about in the early 
1980/s. This was the issue of preschool programs for 
handicapped children: Arizona lacked authorizing 
legislation for any such programs extending below the 
kindergarten age. Almost uniquely among the states, 
Arizona's legislators were extremely reluctant to in- 
volve themselves in this area, to the great concern and 
frustration of many of the early childhood advocates. 
The MCH Early Childhood Consultant took the lead, 
calling together many of the same individuals who had 
been prominent partners in the MCH program over 
many years. They formed the Pr^chool Handicapped 
Task Force, which in turn mobilized parents and 
other coricerhed citizens statewide in an advocacy 
effort specifically related to the preschool handi- 
capped legislation. 

The Consultant became familiar with the 
iegislative process and. then, with the aid of co- 
workers^ deyelpped ah advocacy packet that was made 
widely available to ariy individual who could be iden- 
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tified as having ah interest in the subject. 

In addition, the {advocacy packet was used for 
related legislative issues such asjhe development of 
legislation for a perinatal program and its flinding. 
Whether or hot the entire credit can be given to this 
advocacy effort, it is a fact that the legislature did pass 
legislation in 1983 which authorized presch6o[oppor- 
turiities for handicapped children asjwell as funding 
for a perinatal program. Both programs are now well 
established within the state. 

In February,. 1986 a renewed advocacy effort in 
the handicapped area began. The former preschool 
handicapped task force, now more offlcidiy con- 
stituted as the special education advisory comrnittee 
for preschool planning (with a direct tie to the State 
Department of Education), met and determined that 
a campaign was needed in 1986. This began with a 
statewide needs assessrhent that v/as carried out 
regionally by questionnaire, determining in each part 
of the state whether there were remaining unmet 
needs for the preschoo! handicapped youngster. The 
data so obtr.ined will then be assembled at the state 
level, and the advisory committee will create a new, 
updated advocacy packet. 



FOLLOW-UP ACTIVITIES 

In 1981, the Arizona MCH Program move into the 
"Modern Era" in its Early Childhood Program was 
precipitated by a change of personnel in the Early 
Childhood Consultant position: As frequently occurs 
when personnel holding major positions are replaced, 
particularly when the former individual had con- 
siderable tenure in the position, new planning and 




reassessment of work and woric relationships became 
necessary. This resulted in an exceptionally importaiit 
structural change in the placement of the positioii 
within the _MCH. Program: Previously the Early 
Childhood Consultant position had been relatively 
free-standing, reporting directly to the MCH Directof. 
Concurreritly with the personnel change, an organiza- 
tional change in MCH created a new section on 
Perinatal Health. 

'The Early Childhood Consultant was then placed 
in that secUon. She thus came into a daily working rela- 
tionship with individuals whose pirimary work con- 
cern was high risk maternity, and riewborn intensive 
care The latter program had traditionally included a 
strong policy of infent follow-up with visits by Public 
Health Nurses to the homes of all risk infants follow- 
ing their discharge from NICU nurseries. Another 
major element ohhe follow-up prdgrarh was a clinic, 
especially for high risk infants discharged in the 
Phoenix area (with a counterpart conducted through 
the University College of Medicine in Tucson). 

The new Early Childhood Consultant was drawn 
to these aspects of the MCH Program andspent many 
months of orientation in hospitals, attending clinics, 
observing the conduct Ci^ Brazleton examinations in 
the intensive care hospitals and learning intimately the 
work: of the Public Health Nurses in the home. The 
significance of these activities to the larger field of 
Early Childhood Development was apparent. Increas- 
ingly, the Consultant's input became a significant part 
of planning the activities of the entire section, par- 
ticularly the segment of infant follow-Up. 

When very rapid growth of the outpatient 
prenatal and in-hospital high risk components of 
perinatal care occurred in 1984 and 1985, the obvious 
organi^tional move was to split all follow-up elements 
off into -a new section. With them went early 
childhood activities. The Early Childhood Consultant 
became head of this new section, which was called 
Child Development , and a new employee assumed the 
Early Childhood Consultant position. The result was 
consolidation of all planning and supervision of 
follow-up and early childhood activities Under a single 
individual; more importantly, an individual whose 
background was not medical/nursing but was early 
childhood education: 

Orgamzational changes. we^^ accbmpariied by 
program/location changes. NJ^Uh the move of the 
entire MCH program from the Children's Hospital to 
a State Capitol location, it became necessary to find 
outlying space for the Early Childhood and infant 
Follow-up activities. Prdvidingthe opportunity to plan 
and construct an entire new Follow-Up Clinic facili- 
ty, a suite of offices was leased in a private medical 
building in central Phoenix. The move also allowed, 
for the first time, headquartering for the Early 
ehildhood Consultant staff in close proximity to the 
smff of employees and part-tirrie consultants who are 
doing clinic fqljow-up on at-risk infants. The many 
bppdrtuhicies for cr^^^ referencing of ideas and pro- 
grarh elements with this arrangement is obvious. 
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CHILD DEVEI^MENT-^ERVICES 

Parents of children in day care had virtually 
minimal exposure to the issue of child deveiopment 
services viefsus custodial day care involvement 
of parents in programing and in health matters were 
infrequent. 

additidn, a very imaginative hew concept for 

the clinic waiting irporn was created and Is currently 
in the process of construction, it Is called the 
^^DEVELOPMENTAL miTING ROOM," or *THE 
FAMILY ROOM,'' The space for parents and infents 
siting for clinic appointments is filled with mock 
household ftimishings, each designed to t<^ch a lesson 
to bo th parent and child in the acquisition of normal 
living skills. The concept of this Developmental 
Siting Room was that of the Early Childhood Con 
sul^nt; the specific develdpmeht was by an oiganiza 
tion called Articipate—Rarticipatbry Alt & D^ign Con 
cepts, located in the Phoenix metropolitan area: 

Within a year of being assigned to the Perinatal 

section^ the Early Childhood Consultant had con 
ceived and developed (in conjunctiori with the Nurs 
ing Coordinator of the Home Follow-up Program) a 
series of in-service training programs for community 
hospitals in the rural areas of the state The subject was 
Ghiid Life and Child Development. These two in 
dividuals traveled to virtually all of the outlying areas 
in Arizona^ jnaking presentatidns to public health 
nurses, community leaders, and many parents on child 
development^ one from the aspect of nursing and 
medical follow-up, the other from the aspect of eariy 
childhood education. 

Another result of the amalgamation of these two 
program areas has been the iastitution of an expanded 
home-based parent training program into the follow- 
up. Previously, the i^ublic Health Nurses entered the 
home to assess the status of the infant, to determine 
the need for referral to the Follow-up Clinic, to assist 
the parent in common care-giving techniques, and to 
address any specific health problems that the child 
might have. 

This new component brings in the element of 
introducing the parents to the educational aspects of 
their child's future. Subjects such as the need for early 
preschool training because of possible handicapping 
delays are discussed and thoroughly evaluated. Deci- 
sions as to the appropriate placement of the child in 
a more normal preschool program^can be carried out. 
A wide range of social problems can be anticipated arid 
assistance can be provided to the parents. These 
developmental phases in the child^s care, initially 
home-based, inevitably lead to considerations of care 
away from the home and the more traditional area of 
"Child Day Care.** The Arizona prograni now addresses 
its child day care concerns from a solid base of exper- 
ience iri the earlier aspects of the child's development 
beginning in earliest infancy. 
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RECOMMENDATIONS 

It has been the Arizona experience that the addi- 
tion of ah individual with specific training and exper- 
ience in early childhood education to the State Mater- 
nal and Child H^th smff wiH repay benefits, rne^ured 
in enrichment and improvement of the program, fer 
beyond initial expectations. Aecordin^y it is stfdhgly 
recorhmended that state programs without such ah in- 
dividual give serious consideration to adding one: 

? iaintenance of such an individual (or a number 
of such individuals) within state departments of educa- 
tion will in ho way substitute: Although there w[U un- 
questionably be benefits to be derived (dependent as 
Sways on the capabilities of the individuals so placed, 
and on the level of supportjrovidedjo their pro- 
grams), it is the specific alignment with public health 
programming and traditional MGH prioriti^ and way^ 
of functioning which is the issue: The MCH Early 
ehildhood Gonsul^t will bring together in the com- 
munity the education leadership with the health 
leadership (and in many states where day care is the 
province of the social services agency that leadership 
as well). 

Hopefully, MGH programs located in the public 
health agency still retain the flexibility freedom, and 
funding (through the M6H block grant) which makes 
possible the innovation and responsiveness which has 
characterized the Arizona model. 

Many of the individual activity areas described in 
this profile might be recommended for consideration 
by others. More detailed descriptive information can 
be provided for those who wish to explore them. The 
principal mess^ige, however, is that drher states should 
consider the potential for exploring subsequently 
addressing their own unique nee.ts through the 
mechanism of an enriched perspective, made possi- 
ble by staff augmentation as described above. 
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ABSTRACT 



his paper discusses the concerns arid issues 
V in assuring health and safety as well as the 
W' prdrndtionofchiid development in day care 
centers. In Connecticut the State Department of Health 
Services undertook a licensing program as an effort to 
assure the quality of care. A detailed outline of that 
licensing process, its strengths, weaknesses arid 
associated problems is presented herewith and results 
of the effort are described. The licensing program was 
the beginning of several innovative approaches to 
helping All the gaps in day care service. A recommen- 
dation for further improvements concludes the paper. 



There, is nationwide concern for the growing 
number of children at risk for child abuse, learning 
disabilities, and accidents and injuries. Increasing 
disruptions of family support systems are also con- 
tributing to children being at risk for feilure in growth 
arid developmerit. Parents, particularly the single 
parent, are strugglirig hard to provide care for their 
childreri while they work. 

Gonriecticut, a ndrtheasterri industrialized state 
of 5009 square rriiles arid_a_ population of approxi- 
mately 3.2 million, has 7X)J,_DDD_wbmen in the work 
force. It is estimated that 22,104 Connecticut childreri 
live in a sirigle parerit firriily, most of which are headed 



by women: While statewide per capita income is rela- 
tively high (16,556), women earn 59 cents for every 
dollar earned by a man: Thus children often live in an 
impoverished state among affluent adults: Acccrding 
to the 1980 census 12% of Connecticut children lived 
in poverty^ So Connecticut, looking for ways tc5 better 
serve its 350,000 preschool children, found day care 
centers to be an ideal place to test new ideas for serv- 
ing preschoolers. 

Connecticut has 169 towns with their own local 
government system. There are no county govern- 
ments. Children are served at the state level by a variety 
of departments such as Health, Education, Inconie 
Maintenance, Children and \t)uth Services, and the 
like. Therefore the coordination of services for 
children can sometimes be a task in itself 

CUrreritly there are 52,599 childreri in group day 
care horries arid day care centers, Approximately 8% 
of these aire Urider three years of age. 

The term "child day care'' is a generic one and in- 
cludes part-day and full-day profit and nonprofit pro- 
grams for children four weeks through approximate- 
ly 12 years of age. A child day care center offers or pro- 
vides a program of supplementary care to more than 
12 related or unrelated children outside their own 
homes on a regular basis for a pa ♦ he 24 hours in 
one or more days in the week. . ^roup day care 
home" offers or provides a prbgran upplementary 
care to not less than seven or more u 12 related or 
unrelated children on a regular basis Tor i part of the 
24 hours in one or more days in the week. 
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Not only is the number of day care centers 
jricreasing, but a greater number of children are spend- 
ing an increasing number of hours outside the home 
in day care centers. The number of infant day care 
centers is also increasing rapidly. 



HISTORICAL PERSPRCTTVF 



'rheJ3epartment of Health Services is responsible 
for the licensing of day care cericers and group day care 
homes. This has come about as a result of the Depart- 
ment's long term history of serving children outside 
their homes* 

in 1942, the Departmcrit of Health adopted 
Sanitary Code Regulation 230 for child day care 
centers to protect the health and safety of children 
whose families were involved in the war effort. For the 
next two decades the Deputy Commissioner in the 
Office of Public Health, in conjunction with local 
directors of health, issued voluntary certificates of ap- 
proval to day care centers. The Maternal and Ghlld 
Health Section staff provided consultation to local 
directors of health and day care centers, and worked 
with day care consulmnts in the State Departments of 
Education and Welfere on da^^ care standards, health 
promotion and problem solving. 

In fiscal year 1966, there were 500 known day 
care centens and 346 (or 69%) were certified. As of 
January 1966, there were 31 child development pro- 
grams funded by the Office of Econornic Oppdrtuhity, 
11 by the Gonnecticut PubUc Act, 523 for Disadvrn- 
taged Children and ei^t fiinded by Public Law 89-10. 
In the summer of 1966 ^n additional 19 towns 
operated Head Start programs fiind^d by the Office of 
Economic Opportunity (OEd). Child^ care licens- 
ing began in 1967. ticensure of child day care centers 
was mandated by the General S^tutes and respon- 
sibility given to the Department of Health Services. 



The protection of the children's health arid safety 
considercd basic. The Department of Health had con- 
siderable regulatory experience and the av^ailabiiity of 
a wide variety of consultants in health and child 
development to support the licensing. Exemptions 
from licensing included programs administered by 
education agencies and recreational and informal, 
irregular arrangements; 



ORGANIZATION 

The licensing responsibility witiiin the Depart- 
ment is delegated to the Maternal and Child Health 
Section because of its expertise in child health, 
pediajric safety and child development. The section 
staff includes pediatricians, nUrses, social workers and 
child devek^pmentalists among others. The following 
chart indicates placement of the day carc licensing staff 
within the Department. 
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in addition to the expertise of the Section, the day 

care licensing staff has availablejhe resources of other 
sections and divisions such as Epidemiology Health 
Servkres for Handicapped Children, Community Nurs- 
ing and Home Health Care as well as services such as 
legal coansel to the department. Thus the day care 
licensing staff is well supported in its endeavor 
Because of day care licensing beinj a substantial 
regulatorj^ fijnction the Department of Health Services 
and the Attorney Generars staffs' high level of 
regulatory and enforcement expertise also helps in 
serving the Department. 

AddiUonally there is an established Child Day 
Care eouncil consisting of the Cdrhmissioners and 
delegates from the following state agencies: Health, 
Children and Youth Services, Income Maintenance, 
and Education and seven other persons appointed by 
the Governor respectively representing the Connec- 
ticut Association for Education of YdUrig Children, the 
community council^ the community action program, 
the child development or ear^^^ childhood education 
department of a (Connecticut college or university, the 
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provider of child care services, one parent of a child 
enrolled in tax supported day care, and one parent of 
a child enrolled in privately supported day care: The 
council is located within the Department of Human 
Resources for administrative purposes only Members 
serve without corhpehsation. The council offers 
recommendations to the Commissioner of Health 
Services regarding regulations and administration 
affecting child care. Any proposed changes in regula- 
tions and other matters of significance are discussed 
at this council before being acted upon: The council 
serves to coordinate and unify the efforts of agencies 
serving preschool children. 



LICENSING 



ING AT STATE LEVEL 



Licensing inspections are carried out by six day 
care licensing inspectors, all of whom have rnaster's 
level preparation in early childhood education and 
child development. Each of the six staff have a 
designated area of the state for which jhey are respon- 
sible. These inspectors work closely with the staffe of 
local health departments to license and inspect day 
care centers. The close relationship between the state 
and local health departments ensures that local agents 
are available in all 169 towns to guarantee rapid 
response and increased monitoring. Local health 
departments statewide contribute the equi\^leht of 20 
fijll time professionals for inspecting day care centers: 
Furthermore, local fire marshals and building and zon- 
ing departments are also involved. Police are Involved 
as needed. The State Departmeni of Education also 
provides regular input to the Department of Health 
Services staff. 



RESOURCES AVAILABLE TO DAY CARE 
LIGENSE3C 



The licensing staff is supervised by the day care 
licensing supervisor, an early childhood education 
spiecialist. This supervisor assures uniform applica- 
bility of regulations statewide and provides support 
and guidance to the staff. A pediatrician, public health 
nurse consultant, and social worker also work closely 
with the licensing staff. The nurse helps implement 
health care services and provides consultation to 
nurses working at day care centers, particularly infant 
and toddler centers. The social worker provides 
assistance to the staff as well as to day care providers 
in assessing child abuse, behavioral difficulties and 
arranging for referrals to cpmrnunity agencies. A 
pediatrician in Maternal and Child Health provides 
medical consultation. 

Other resources of the departrnerit available to 
day care centers include, but are not limited to, nutri- 
tion consultation, vision arid hearing screeriirig, lead 
screening, child developmerit cliniQ child health 
clinic, health education collaborative, services 
for handicapped children, maternal irifant health 
protection program and genetic services. 



The goal of Hcensing is to assure the children's 
health and safety at the day care centers, prevent acci- 
dents and injuries, and promote positive growth and 
development^ The goal is to provide a nuftufing 
home-like atmosphere conducive to the optimum 
functioning ^f each child. Licensing establishes 
rhihirhum standar^pf care which day care centers are 
encouraged to exceed and never to violate. 

There is a concern that when young children are 
grouped together; creating ideal circumstances for the 
spread of communicable diseases such as gastroenter- 
itis, rneningitis,^ hepatitis, etc:^ disease control then 
becomes the primary function of licensing staff. 

The following are the principle activities carried 
out througii licensing: 

/. Assuring Health and Safety 

• Assuring entry of the child into the health 
care system=cdrriplete annual physical ex- 
aminatiori is required. 

• Completing immunization as recommended 
by AAP 

® Review of health records of childreri and staff 

• Evaluating menus for nutritional contents 

• Promoting hygienic practices by staff and 
children 
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Promoting screening procedure to ericourage 
early identification of any deviation such 
as vision and hearing or developmental 
disabilities 



• Prompt investigating of disease outbreaks 

• Giving periodic workshops for day care 
center staff on communicable diseases 

• Implementing annual immunization status 
survey for centers 

• Assisting day care operators in mainstream- 
ing of technology dependent children 
and/or children with special needs 

Sanitation and Environmental Hazard Control 

• Checkirtg of venter supplies for purity 
and safety by state and local health depart- 
ment staff 

• Review of food handling to prevent food- 
borne illnesses 

• Eliminating other environmental hazards 
such as lead 

• Promoting a safe environment free of 
hazards such as uncovered electric outlets, 
broken play equipment or toxic substances 
within children's reach 

Promoting Child Developrnent 

• Review of the practice of developmerital 
principles by day care staff 

• Requiring stated staff-child ratio and prepara- 
tion and qualification of staff 
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• Review of program provided to children for 
content and quality 

• Assuring continuous affectioiiate relation- 
sh[p wi^th care giver by requiring small 
grouping with consistent main care giver 

• Giving workshops for day care staff on child 
development, child abuse, etc. 

• Promoting linkages with community 
resources 

Prevention of Child Abuse 

• Evaluating staff qualifications and ratio 

• investigating complaints 

• inquiring a police check of staff record for 
criminal activity 

• Providing technical assistance in develop- 
ment of policies and procedures 



LLGBNSTNGm)CESS 



The steps involved in the licensing process 
include the following: 

• Prospective operators call the State Depart- 
ment of Health Services. 

• Basic information is provided by the staff 
(includes regulations, statutes, licensing 
process description, requirements and 
responsibilities). 

• Initial appointment at potential day care site 
is made by State and local health department 
staff arid a consultant from the Department 
of Education to provide details of licensing; 
requirements to the prospective operator. 

• Application form is completed by the 
owner/operator stating compliance with 
Public Health Code. 

• Written approval is obtained from local 
building, zoriing, fire and health 
departments. 

• Inspection form is completed and mailed 
by local health departrrients with their 
recommendation for approval, conditional 
or otherwise, to the State Department of 
Health Services. 

• A day care licensing specialist from the State 
makes the final inspectidri. 

• A six-month temporary license is granted. 
(A]l new programs are issued a six^month 
temporary license. This gives the State 
bepartment of Health Services staff and 
educational consultant an opportunity to 
yisijjDrograms in operatidri, provide 
technical assistance and assure adequate 
ftinctioning before a perrtianerit license is 
issued: Visj^b are^m^^ unannounced. The 
local health depart^^^ may make addi- 
tional interim visits.) 



• A second six-month license is issued if there 
are_still areas of non-compliance to be 
imprbyed (only two six-month licenses can 
be issued); 

• The total process takes four days of work 
over a period oiF two months. 

• Relicensure applications are automatically 
sent 90 days in advance and the process 
is repeated: 

In the event that viqlaticns of public health code 
are noted, the following steps are taken: 

• If the violation is easily correctable, the 
bperator is notified. A repeat visit is made 
to assure that the corrections and license are 
in place: 

• If there is no indication of correction a 
"compliance meeting" with the Maternal & 
Child Health Section Chief is initiated. All 
documentation of j/iolatjons is presented by 
certified letter to the operator. The operator 
is asked to present his/her case at the 
meeting; Agreements reached at the meeting 
are listed. A time period is specified within 
which corrections must be made and a writ- 
ten plan of action for the same is requested 
within two weeks: 

• Unannounced visits are made to verify 
compliance. 

• Repeat, and serious offenders are asked to 
come for a hearing and subsequently taken 
to the court following due process of law. 



[BENGIHS OF THE PROGRAM 



• All of the department's resources (M.D., 
nursing, social work, epidemiologist and 
nutritionist, etc) are utilized to monitor and 
strengthen services for children at the day 
care centers. 



• Coordination with the Department of 
Education, the Departmenrof Children and 
Youth Services, the Departmeht of Human 
Resources^ and the local departments of 
health, fire, zoning, and buiidihg is achieved 
and used to carry out licensing activities. 

• The staff has opportunity to oxfer day care 
operators a variety of services to help them 
upgrade their program. This softens the 

* 'regulatory'* image and creates a congenial 
atmosphere. 



PROBLEMS 
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• Staff shortage at the State level reduces 
opportunity for * 'preventive" efforts. 

• Uniformity of application, regulations and 
guidelines needs to be watched contin- 



ubusly Howeyei; ongoing monthly meetings 
with the day care iicensi^^ and close 
supervisibh by the day care licensing super- 
visor, incltiding visits to day care centers 
with eachjDf the staff, is carried out to assure 
uniform application of the law. 



RESULTS OF DAY GARE LIGEMSIHa 



• Prorriotion of the need for day care subsidy 
by public and private sector is needed. Cur- 
rently AAP is taking an active role in support 
of day care. 



• The low pay scale for day care providers 
causes constant rotation of the staff at day 
care centers necessitating repeated educa- 
tional efforts by the State level staff Efforts 
to promote the value of ongoing training 
requirements for day care staff are under- 
way (note: recent revision of Public 
Health Code). 

• Generally poor working conditions at day 
care centers, (long hours, low pay, no oppor- 
tunity for upward mobility) cause frequent 
rotation of staff, resulting in the lack of 
ongoing care for children. 

• The lengthy legal process reduces the ability 
of the State staff to close a ''problem" day 
care center promptly. However, in serious in- 
stances the local health departments issue 
cease and desist orders promptly. 



• Lack of choice of adequate day care service 
forces working parents (particularly low in- 
come and minority parents) to ignore pro- 
blems at the center The distance and cost , 
not the quality of the program, become the 
basis for choosinjg a day care center 
However, public and parental awareness of 
good day care is being furthered through 
educational and media efforts. 

• Poor availability of "well qualified, trained 
nursing consultation" for infant day care 
centers on a consistent basis allows health 
problems to be overlodked. 

• Lac-k of a well organized s^^tem of com- 
munication among health care providers, 
day care operators and parents results in 
disorganized care for the child. 

• Impending insurance crisis for day care 
centers is creating anxiety among the pro- 
v-H-rs. Encouragingly a Governor's task 
force has been formed to deal with the in- 
surance crisis. 

• Child abuse panic nationwide is making it 
difficult to attract males to day care centers. 
**Fear of touching" arnong day care 
providers is spreading. 

• Sditie operators try to be everything to 
everyone while cutting corners to help 
meet expenses. 



• Close to 49,000 children are enrolled in day 
care faciiities licensed by the Connecticut 
Department of Hiealth Services. 

• No major crisis, including fire, drowning, 
major injuries, deaths or serious epidemics, 
has been noted at licensed day care centers 
in the last ten years. 

• Annual immunization survey reveals 95.4% 
of children in day care centers were ade- 
quately immunized in 1985. 

• Approximately 150-200 complaints are in- 
vestigated annually. 

• Formal agreements are in effect with DCYS 
and DHR to deal with issues of child abuse, 

• An ongoing working relationship exists bet- 
ween state ar 1 local health departments. 

• 3,100 technical assistant enciDunters were 
provided during the past year and 1,100 
centers monitored. 



PROPOSED ACTIVITIES 



_ In sp^te of the generally satisfectory results of our 
efforts^ we are concerned about ihfent and toddler day 
care centers, especially all-day care centers, because 
ah increasing number of mothers of preschool 
children are returning to work very soon after delivery 
Therefore, more infants are spending longer hours at 
the centers. Unfortunately, there is a lack of uniform 
availability of quality nursing services at the infent and 
toddler day care centers, plus there is a gajD in com- 
munication among health care providers, day care pro- 
viders and parents. There are fewer slots available for 
infants and toddlers compared to the demands and the 
parents have few choices available for infant care: 

Out of these concerns came the idea for a 

SPRANS grant entitled '^Promoting and providing 
health care to infants and toddlers in the day care 
center". We are proposing to survey 65 infant day care 
centers to identify the needs of children, parents and 
providers in regard to health, safety and child develop- 
ment. We will select 12 centers (representing all socio- 
ecionorriical, geographic and ethnic populations of the 
state) to develop pilot models for management of the 
rioted heeds and concerns. Urainihg of nurse con- 
sultants to day care will be provided along with 
rriodels of procedures, policies and recbmmendatibns. 
We will assess the effectiveness of these activities by 
noting the changes in the health outcome of children, 
e.g. immuriization status, numbers of illnesses aad 
accidents, changes in the attitudes and abilities of staff, 
and development of communication among health 
care providers, day care staff and parents. 

Intended dUtcomes include better health care and 
developmental practice for infants, and toddlers, a 
greater understanding of the needs of parents arid pro- 
viders, and increased involvernerit of health care 
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providers and parents in. assuring comprchehsive 
and ongoing care of children at the centers: We 
will deyelop manuals to assist the process. Subjects 
may include: 

c;. prevention and handling of commonly noted 
infectious diseases 

b. prevention and handling of child abuse includ- 
ing sexual abuse 

c. prevention and handling of accidents and injuries 

d. enhancing communication between and assign- 
ing responsibjlities to parents, day care providers and 
health care providers. 

The process has already begun and results will be 
available in three years. 



REFLECTIONS AND RHGOMMENDATIONS 

Recently in Connecticut, licensing of day care 

centers by the DOHS was questioned because the 
legislature was looking for smys to combine child care 
services into a single agency After much debate and 
discussion it was agreed that the licensing of day care 
centers and group day care homes should be left in the 
Department of Health Services. Communities in Con- 
necticut supported the Department of Health Services 
throughout the process. The experience helped us to 
clarify the responsibilities of public health agencies 
toward care of children in day care. 
The following are statements of our recom- 
mendations: 

/. Licensing is an important and valuable avenue 
to assure basic minimum standards of care at day 
care centers. 

_ The State Department of Health Services has 
proper expertise and experience to better the care of 
a growing number of children in day care centers: 
Whether or not licensing of day care_ centers is carried 
out by the Department of Health Services, it is im- 
perative that input by the Department be mandated 
so as to assure the health, safety arid promotion of 
child development in day care centers. 

3- As an increasing number of parents in all 
socioeconoinic groups are strugglirig to balance paren- 
tal responsibility, responsibility to their employer and 
responsibjility to other family memberS; they need to 
be supported. The public health agency can provide 
this support by activities such as: 

• Providing information to help parents 
evaluate the quality at day care ceriter 

• increasing pareiits* awareness of their rights 
and responsibilities as they relate to the day 
care center 

• Providing mechanisms for parental involve- 
rnent in assuring quality care for their 
children 

4. The staff at day care centers often work long 
hours with minimal pay and tremendous respon- 
sibilities resulting in rapid turnover and lack of cdri- 



tinuity of care for children. Recent child abuse scares 
and the insurarice crisis is adding to the staffs stress. 
Public health agiericies need tO: 

• Provide and facilitate staff training at day 
care centers 

• Help develop mechanisms and rnanagement 
tools to simplify procedures and Irhprove 
efficiency 

• Provide a model for better communication 
between parents, staff and health care 
providers 

5. Last, but not least, public health agencies 

should involve themselves in helping to shape 
"Pro Family" and "Pro Child" societal 
policies, e.g. 

• Carefully examinirig new trends such as day 
care for sick childreri. Thoughtful recom- 
mendations should be made to the policy 
makers so that sick children will receive 
care from a competent person familiar to 
the child 

• Promoting policies of parerital leave with 
pay and learning on the job to assure consis- 
tent, knowledgeable arid caring care giving 
for iniSnts 

• Helping to elevate child care to its proper 
status by improving qualifications and pay 
scales of child care workers 

• Promoting on-site child care by employers 

• Prornoting social subsidies for child care as 
an indication of the acceptance of societal 
responsibility for child rearing 



32 




Suhmittedhy: 

Kansas Departmem of Heatth & Environment 
Topeka, kamds (9i3) 862-9360 




Shirley> Norris, M.A. 




ABSTRACT 



his paper profiles the achievements of the 
Kansas Department of Health arid Eriviron- 
merit in the regulatory safeguardirig of 
children in dut-df-hdrrie care. 

The components necessary for respdrisible 
regulatory administration are discussed. These com- 
ponents include: 1) the statutory base; 2) standard for- 
mulation and implementation; and 3) administrative 
support. Regulations which address preventidn df 
child abuse are cited, as well as recent changes in the 
statute to strengthen the enforcement authority of 
the agency. 

A description is given df the levels df interventiori 
utilized by the departrrient, with accompanying opera- 
tional examples. 

The paper cdncludes with a summary statemerit 
relative to the department's role in legal intervention, 
and recommendations to other state health depart- 
ments for future action in the field of regulatory 
administration. 



DEMOGRAPHICS 



Kansas is a rural state which had a population of 
2,363,679 in 19^^ 180,877 children under 

five: An estimated 51% of preschool children have 
mothers who are employed outside the home, and 
approximately 42, ddO of these children live insingle- 
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parent femilies. Kansas^ estimated per capita income 
in 1984 \ras $13,311:00 with agriculture, oil and aircraft 
the major industries. Child Care Licensing is a section 
of the Bureau of Adult and Child Care Facilities in the 
Division of Health: The stateagency is^responsibje for 
the regulatory activities wkh inspections being 
delegated to local health departments^ The central 
office professiona|staff consists of three child develop- 
ment specialists and a social jvorkei; wit h^onsultation 
from other disciplines in the department, (medical, 
nursing, nutririon, health education and legal): There 
is a close working relationship with other state agen- 
cies, including the Fire Marshal's Office, Department 
of Social and Rehabilitation services, and the Depart- 
ment of Education: For a table of regulated day care 
facilities by category, see Table 11. 



INTRODUCTION 
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The safeguarding of children in dut-of-hdme care 
is one of the most pressing social needs of our time. 
The number of working women with children und^r 
six years of age has grown dramatically in the past five 
years, with an accompanying demand for day care. 

As demand exceeds supply, arid parerits have 
fewer child care options dperi to them, child care 
facilities have less mdtivatidri td rriairitairi high starid- 
ards. It is imperative, therefore, that regulatory 
agencies have a strong commitment td safeguard- 
ing children. v 

There are three basic ingredients which are the 



sine qua non of effective regulatory admiriistratiori; 
1) a statutory base to provide the tools for enforee- 
meht; 2) sound standards forrnulatipri arid implemen- 
tatidh; and 3) an administrative authority which sup- 
ports legal intervention. Kansas is fortunate that all of 
these ihgrcdients are present in the child care licens- 
ing program of the Department of Health and 
Erivlrbrirheht; 

The statutory base relates to the authority to 
license, revoke or deny licenses, to formulate and im- 
pllement standarcte, and to impose negative sanctions 
if unregulated care is provided. 

Standards (a term used interchangeably with 
"regulations") identify the risks to children iri out-of- 
hbhie care and establish the requirements that must 
be met and maintained by providers if they are to be 
officially approved to care for children. 

Statutes and regulations are of limited value unless 
the regulatory agency is willing to enforce them. Most 
state agencies statutorily assigned the child care 
regulatory responsibility have felled to engage in 
necessary enforcement action. Kansas, however, 
has an exemplary record historically in the field of 
eriforjcement. 

This paper reports on the effectiveness of the 
Kansas Department of Health and Environment in 
implerrientinjg a strong child care regulatory program, 
with particular emphasis oh legal intervention. 



TABLE I 

RISKS IN DAY CARE E\CILITIES^ 



BACKGROUND (PROBLEM 
IDENTIFICATION) 



The roots of public regulation of j)ut-of-home 
child care run long and deep i n Kansas. From 19D4 to 
1923, the Karisas Board of HerJth was administered by 
a far-sighted physician, Dr. Samuel Crunibine._In 1915, 
he sought legislation which established the Division 
of Ghild Hygiene (the forerunner of the department's 
maternal and child health programs) to focus attention 
on the deveiopmental and health needs of children. 
In 1918, disturbed by the reports of abuse and neglect 
of childreh in institutions and boarding homes, he 
charged the director of this new division to study the 
plight of dependent and neglected children. A blue 
ribbon committee \^s recruited which included 
members of the Boards of Health and Administration 
and their staffs, agents of the Federal Children's 
Bureau, college instructors, and others with special in- 
terest in children's health and welfere. Every children's 
institution in Kansas, both public and private, was 
visited^ and many children in boarding homes were 
interviewed. The most general, but basic, standards 
were used to assess the level of care: Were the children 
well fed, adequately clothed and kept clean? Were they 
kindly treated? Were their health needs met and was 
a doctor called when th^ were sick? Were goals set 
for them with programs designed t( ) meet those goals? 
From the ouiset, Dn Grumbine perceived the total 
well-being of children, whether in their own homes 
pir in care away from home^ as a legitimate public 
health concern. He addressed the same categories of 
risk as iri today's standards; 



Physical Plant 

Fire 

Play Equipment 
Safety 

Transportation 
Sanitation 
Building 
Environment 



Staff/Child_ Ratio 
Activities/Equipment 
Over Enrollment 
Qualifications 



Heaith 

Health Practices 
Siaff Assessments 
Child Assessments 
Immunizations 
Nutritjon 
Injurjes 

Emergency Procedures 

Kansas Department of Health and Environment, 1984. 



Care 

Discipline 
Neglect 
Physical Abuse 
Sexual Abuse 



Cnjnibine's advisory group report was published 

in the Kansas State Board of Health Bulletins Nos. 8 and 
9, ' ^ChildJ^rds of the State" August-September, 1918: 
The following excerpts from the report illustrate some 
of the same risks to children identified in Table 1: 



Sanitation— T\\^ bUildingis old, without run- 
ning water, toilet or bathroom facilities and entirely 
unsuited for the purpose. There were more than 
20 c^hildren, with sleeping quarters for only half that 
number. The children were sleeping four or five in 
one bed." 

f^ire Safety— Th^ children, about a dozen of 

them, including three of the superintendent's own, 
were found in a dark semi-basement, which was us- 
ed also as a kitchen and dining room. To reach this 
rooni the children must descend a very steep dark and 
unsafe stairway and pass through a room which is used 
as a laundry" 

Heaith— Th^ home needs to provide individual 
towels and toothbrushes for the children's bathroom. 
The teeth of all the children should be examined and 
necessary dental work undertaken. The health of these 
children wou]d be greatly improved by a thorough 
physical examination and corrective treatment. 
Physical examinations should be extended also to 
the employees;" 

ActiviUeskquipment— 
in this house, no^ library, and very few games or 
toys. The best room in the house— a large south room 
which would be ideal for a children's playroom- 
has been reserved for the exclusive use of the 
board meetings. ' 

Discipline— The trained investigator found that 
the children were not whipped but they were de- 
prived of necessary articles of food for petty offenses, 

*Frdm a presentation at the 1984 annual meeting of 
Amp'tcan Public Hedltb Association ''Kansas Public 
Health Intervention to Reduce Risks for Children in 
Day Cdre'l by Dr Patricia Schioesser et al 



made to kneel on cold stone floors or shut in dark 
closets for misconduct.'* 

The summary c)f the report incjudes Dr. Crum- 

binc's challenge to the Kansas legislature: 

"The State of Kansas should make it impos- 
sible for any individual or group of indi- 
viduajs to receive children or pregnant 
women without a proper license, regular 
inspection, and the same amenability to the 
law as incorporated hospitals, hotels, eating 
houses and other public accommodations '* 

Under the leadership of the Health Department^ 
the Kansas legislature enacted^e child care licensing 
act in 1919 and gave the department the administrative 
responsibility for implementation: 



TOOLS OF ENFORCEMENT(STRENGTHS) 
Statutory basis: Early and Late 

The 1919 act was comprehensive in its coverage. 
The statute provided (and still provides) no exemp- 
tions except for persons related to the child by blood, 
marriage or legal adoption. Every type of out-of-home 
child care was addressed, including care of one or 
more children under sixteen years of age for the pur- 
pose of providing the children with food or lodging 
or both, children's homes, orphanages, day nurseries, 
children's institutions, detention homes, and mater^ 
nity homes/centers. Licensure was rec^uired for child 
placing agencies and any child caring fiaciluies 
operated by such agencies. The basic tools necessary 
for safeguarding children in child care facilities were 
set forth as follows: 1) The provisions under which a 
license was issued were defined^ 2) The ficjlity was re- 
quired to^e maintained "with strict regard to the 
health, cornfort^safety and social welfere of children''; 
3) The department was authorized to promulgate 
regulations to further promote the heal th^safety and 
welfare of the children; 4) The department or its 
designated agent (primarily a local health department) 
was to make biannual inspections of the facilities: The 
inspector was granted the right of access and entry to 
the premises and the right to examine all records re- 
quired by the statutes; 5) A fee for license was estab- 
lished; 6) Procedures for renewal, denial, or revoca- 
tion of licenses were set out; and 7) Unlicensed care 
was stipulated a misdemeanor punishable by fine: 

Over the years the statutes have been amended, 
usually at the request of the regulatory agency in order 
to strengthen its enforcement capability, in 1978, the 
authority to promulgate regulations was expanded to 
delineate areas of child care to be regulated, closely 
following the categories of risk illustrated in Dr Grum- 
bine's report. The department was authorized to write 
regulations in the following areas: 1) safe adequate 
physical surroundings; 2) healthful food; 3) supervi- 
sion and care of children by capable, qualified persons 
of sufficient number; 4) an adequate program of 
activities and services; and 5) parent involvement. 

The definition of types of care to be licensed was 
amended in 1978 and again in 1980 to include two 



hew categories; l)**any . . .iristitutibriof atypedeter- 
rhined by the Secretary to_recjuire regulation under 
provisions of this act", a defiriitibn which quelled any 
arguments that the statute did not mandate the regula: 
tibri of family day care homes or pireschobls; and_ 
2) "day care referral agencies*', added as a result of 
questionable practices by a proprietary referral service. 
Kansas is the only state to license such agehcies._Also, 
in 1980 the authority to register homes for six or fewer 
children was adopted and by 1986 there were over 
3,500 registered child care providers. 

As a result of the increased numbe r of child abuse 
and sexual abuse reports in 1983/84, the department 
requested the legislature to address the problem. In 
response, licensing statute 65-516 was arnended to state 
that no person shall maintain a child care facility if in 
such facility there resides, works, or volunteers any 
person who 1) has a felony or misdemeanor convic- 
tion for a crime against persons; 2) has a felony con- 
viction involving substance abuse; 3) has been ad- 
judicated a juvenile offender for an act which if com- 
mitted by an adult would be a crime against persons; 
4) has committed an act of physical, mental or emo- 
tional abuse or neglect, or sexual abuse as validated 
by the Department of Social and Rehabilitation Serv- 
ices; 5) has had a child declared to be deprived or in 
need of care; and 6) has had parental rights severed. 

A further amendment to this statute granted the 
department access to court orders or adjudications of 
record, criminal history records information in the 
possession of the Kansas Bureau of Investigation, and 
protective service investigations in the possession of 
the pepartment of Social and Rehabilitation Services 
concerning persons residing, working or volunteer- 
ing in child care facilities. During the same legislative 
session the department was granted authority to sus- 
pend a Ucense or registration certificate when the 
action was necessary to protect any child from 
physical abandonment or any other substantial threat 
to health or safety (K.S:A. 65-501 to 65-525, 1986:). 

Standards 

Although a strong statjjtory base is essential for 
responsible regulatory administration, it is of little 
value without effective standards formulation and 
implementation: 

Standards (regulations) must be objective, clearly 
stated, and generally reasonable if they arc to be 
respected by the community and achieve the goal of 
risk reduction: To this end, the Kansas licensing 
agency has involved providers, consumers, common 
ity persons and regulators in the drafting of child 
care regulations: 

Prior to a comprehensive revision of chiid care 
centerVpreschool regulations in 1971, regional commit- 
tees were established to draft suggested regulations in 
areas of health, safety, nutrition, staff/child ratios, 
teacher qualifications, and program. At a two day 
statewide meeting, the recommendations from the 
regions were combined into the final set of regula- 
tions. Over 250 people participated in the regulation 
drafting process. 

Citizen input was of particular value in the for- 



rhulatioh and acceptemce of reguiation^ to 
prevent child abuse, including prohibiting corporal 
punishment, setting siaf%hiid ratios and group size, 
establishing training requirernents for staff, and allow- 
ing parental access to child care facilities during the 
hours of operation . 

It should be noted that fensas has prohibited cor- 
poral punishment in child care centers since the first 
regulations were filed in I95h 

'W^il-drafted regulations set up community ex- 
pectations of performance. When a provider fails to 
meet these^ community expectations, there is non- 
compliance with regulations and ^he regulatory 
authority must engage in enforcement action. i 
Adrnihistrdtioh 

For enforcement action to be successful, the 
following administrative components are essential: 

/. A strong commitment of the regulatory agency 
to legal intervention 

2 . Centralization of administrative operations 

3 . Accessible, knowledgeable legal staff 

4. Line workers who understand regulatory prac- 
tice, and who know how to document violations and 
make complaint investigations 

5. Adequate funding 

Kansas has an excellent resource of Hneworkers. 
Based on the authority in the statute to designate 
agents to make licensing inspections, county public 
health nurses have been the primary licensing inspec- 
tors, backed up by sanitarians who assess risks in the 
physical plant. Because of their training in child 
growth and development, health care of children, 
safety, nutrition, and attention to regulatory detail, 
nurses not only can understand and assess compHahce 
with regulations, but can also offer technical 
assistance/consultatidn to providers, thus making the 
goal of risk reduction more achievable. An additional 
advantage is their immediate access to facilities, allow- 
ing a higher level of overseeing than is possible by state 
or regional staff. 



ERLC 




IMPfF M E NTAT IDN AND ACHIEVEMENT 
Child Day Care Categories 

Currently, iSnsas has five inajor categories of 
regulated day care: child care centers, preschools, 
licensed day care horhes, group day care homes and 
registered family day care homes as found in K.A.R. 
Chapter 28. 

The . number of day care fecilities and the 
estjmated number of children in care on January 30, 
1986 are shown in the table below. 

Tible II 



Type of Facility 

Child Care Ccnrcrs 



Nunibcr of Estimated Number 



Prcschools 

Licensed Day Care Homes 
Group Day Care Hurtles 
Registered Day Care Homes 
Tbial 



Facilities 


of Chlldi«n 


514 


20,000 




(avg. 40 per center) 


399 


12,000 




_ _(avg. 30 jfull-time 




equivalent children) 


2,081 


20,000 




(max. 10 children) 


147 


1,800 




(max, 12 children) 


5,464 


2J,000 




(avg. 6 children) 


6,605 


74,800 



Legal Intervention 

The majority of child care facilities meet the 
requirements and are issued a license or registration 
certificate effective for a year However, from Septem- 
ber, 1983 to Septembei; 1985 additional intervention 
was necessary in 310 fecllities, or 5% of the total, either 
to reduce risks and bring the fecility into compliance, 
or order it to close. Ninety-two of these enforcement 
actions, or 29.7% were due to child abuse or neglect, 
sexual abuse or criminal records (see T&ble III). 



Enforcement Actions 

Total 
Enforce- 
tnent 



Table III 

-September, 1983 



Sexual 
Abuse 



September, 1986 

Child 
- - - Removed 
Criminal By Cdiirt 
Record Order 



86 


5 


0 


4 


2 


140 


18 


12 


8 


10 


83 


20 


3 


5 


5 


309 


43 


15 


17 


17 



Type of ment Child 

Facility * Action Abuse 

Child Care 
Centers/ 
Preschools 
Lie Day Care 
Homes/Group 
bay Care 
Homes 

Registered 
Homes 

Total 

*^*^''^ ^^rc Centers and Preschopls were counted until 
FY I 985^as_were Licensed Day Care Homes and Group Day 
Care Homes. 

The Department en^ges in several levels of inter- 
vention, some of which have been developed by the 
Department's licensing and lega[staffe, and some of 
which are mandated by th^ Kansas Administrative 
Procedures Act which became effective July 1, 1985. 

The levels of intervention and operational 

examples, chosen from cases involving abu^e or 
neglect, are as follows: 



Notice of Nohcbmpliahce 

The first legal intervention, a prbcedure rrtan- 
dated by the licensing statutes, is the Notice of Nori- 
cbmpliahce, in which regulation violations are cited 
and the applicant/licensee is given five days to correct 
them_br to submit a corrective action plan. 

Operational examples: Applicant was using inap- 
propriate methods of discipline (threatening children 
with a paddle); health certificates and immunization 
histories were not on file; basement which had not 
been approved by fire inspector was being used for 
child care. 

Notice of Intent to Deny or Revoke 

The_second level, required by the Kr^nsas Admin- 
istrative Procedure Act, is the Notice of Intent to Deny 
or Revoke. This legal iriterventibn is used when viola- 
tions addressed by the Notice of Noncompliance are 
hot or cannot be corrected; when child, abuse or 
neglect is validated by the Department of Social and 
Rehabilitatipn Services; when a criminal records 
check reveals a conviction for a crime which prohibits 
the applicant from being licensed or registered; when 
a child has been removed by reason of abuse or 
neglect or parental rights have been severed. 

Administrative Hearing 

The child care provider is given the right to ah 
Administrative Hearing on the Notice of Intent to 
Deny or to Revoke. If a hearing is not requested, the 
file is closed and child care itiUst cease. If a hearing is 
held, tne Department's final action is presented in ihe 
Hearing Officer s Report. Child care may continue 
pending the outcome of the hearing. 

Operational example: Staff/child ratio was riot 
maintained; program director was riot qualified; 
maintenance of the building was inadequate; equip- 
ment was iilsufficiertt for the children; center had 
history of regulation violations. Administrative hear- 
ing was held. Hearing officer found for the Depart- 
ment. Center was taken over by riew management, 
was licensed and has remained in compliance. 

Appeal to Higher Court 

The provider has the right to appeal the Depart- 
ment's decision to the District Court, the State 
Supreme Court and United States Supreme Court. 
Unless a stay of the Department's Order is granted 
by the District Court, child care must cease during 
this process. 

Operational Example: Day care home license was 
revoked based on K.S.A. 65-5 16. The operator's own 
child had been found to be in need of care due to 
abuse and neglect and was removed by court order. 
Hearing Officer found for the department; however, 
the licensee obtained a Stay and appealed the decision 
tojhe district court^ It was remanded back for rehear- 
ing, based on a change in statutes. 

Suspension 

As nTentjqned earlier, in 1985 the bepartment 

was given the authority to suspend a license or 
registration certificate iftherejs a substantial threat to 
the health or safety of children ^This is an administra- 
^ tive procedure which can be carried out either prior 
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to an Administrative Hearing, with a hearingto be held 
within 3d days, or after a hearing, as a time-limited 
negative sanction: 

Operational examples: Registrarit left two tod- 
dlers arid ari irifant uriatterided in heir basemerit for a 
period of two arid a half hours. Public health liciens- 
irig nurses obtained assistarice of police in gairiingeri- 
trance to thie home to care for the children periding 
arrival of provider arid riotification of the parents. 
Registiratiori certificate was suspended. Registrant 
agreed to surrerider heir certificate. 

Originai District Court Action 

Legal intervention rnay be^n at the District Court 
level under the following circumstances: 

/ . If child abuse or child sexUal abuse is cori- 
firmed, charges against the perpetrator may be filed 
by the district attorney, following which the Depart- 
ment may susperid the license/certificate arid delay 
further admiriistrative iriterventiori peridirig the 
Court's decisiori. 

Operational examples: Child abuse charges were 
filed in district court against provider. License was 
suspended pending outcome of court decision. 
Provider was found guilty and sentenced. License was 
revoked. 

2. If care is unregulated, the district attorney is 
mandated to file charges upon complaint of the 
bepartment or its designated agent. A fine of from $ 5 
to S50 a day for each day of unregulated care may be 
levied by the judge or an injunction may be filed, clos- 
ing the facility. 

Operational example: A church-operated child 
care center licensed by the department for nine years 
did not renew its license: At the request of the depart- 
ment, the county attorney filed an injunction action 
which closed the facility. The church applied for a 
Stay which was granted, allowing the center to 
operate pending an appeal of the Injunction. The 
center agreed not to use corporal punishment while 
the Stay was in effect. The church's appeal was bas- 
ed on the first amendment and their allegations that: 
1) their congregation believed that its religious beliefs 
required the use of corporal punishment; and 2) a 
church should not submit to the authority of the state 
by obtaining a child care license. 

The district judge ruled that the churches 
religious beliefs were not burdened by state regula- 
tions prohibiting corporal punishment and that the 
congregation did not have a genuine religious belief 
requiring them not to be licensed. The Kansas 
Supreme Court confirmed the district court and 
ordered the facility to close. It held that the operation 
of a day care center was not a religious activity and 
did not qualify for first amendment protection.* 

Table IV shows the use of each level of interven- 
tion for all areas of noncompliance during FY 1985. 

* The State ex rel , . William Prijtgle, County Attorney, 
Barton County, Kansas, vs. Heritap^e Baptist TemplCy 
Inc. , et al, Supreme Court Syttabus, No. 56, 378. 



TABLE IV 
tevels of Intervention for Each Category of Day Care 



Notice 

ofi^on- Suspcn 
compliance Denial Revbc. Hearing sion** 

Chndcare 
Centers/ 

Preschools 68 11 7 5 j 

Licensed 

Day Care 

Morncs/ 

Group bay 

Care Homes 60 39 36 I3 2 

Registered 
Day Care 

Homes ii 24 48 15 2 

Totals 139 74 9, 33 5 

* additiorLal_s_uspensions were prepa -d but not issued due to 

surrender of license. 



Local health department staff arc involved in all 
levels of intervention. They are expected to connrm 
or refute the claim that corrections have been made 
following the issuance of a NoUce of Noncompliance; 
they appear as witnesses at administrative and court 
hearings; and they document unregulated care and file 
corriplaints with the county attorney. 



EVALUATIQI3: 



An analysis of legal intervention by the Kansas 
Department of Health and Environment points out 
conclusively that given a supportive statute and en- 
forceable regulations, a state/local public health 
system constitutes a viable structure for safeguarding 
children. Other conclusions are as follows: 
i . That legal interyerition in Kansas is comprehen- 
sive in nature, including enforcement actions relating 
to regulatory violations, child abuse, sexual abuse, 
felonies/misdemeanors, and unregulated private and 
church-sponsored day care. 

^. That legal intervention to prevent child abuse/ 
sexual abuse is dependent Upon a legislative mandate 
to the protective service agency to share protective 
service investigations with the regulatory authority, 
eiose cooperation between the two agencies is essen- 
tial to safeguard children agairist abuse. 

5 . That in the majorty of denial and revocation 
cases going to an administrative hearing, the depart- 
ment's position has been positively supported by the 
hearing officer, indicating a high level of responsible 
enforcement action. 

4 . That legal intervention is of a significant magni- 
tude to reduce risks to children in day care. 



RECOMMENDmONS- 



The authors recommend that state h^S depart- 
ments assurne an active role in the field of day care 
regulation. Public health departments are particular- 



ly well suited to this role because of their interest in 
pre vention, their expertise in the areas of health and 
safety, and their extensive regulatory experience in 
other areas: 






ABSTRACT 



he Maryland State Department of Health and 
Mental Hygiene licenses 941 group day care 
centers using a model which includes cen: 
tralized direction from the Department and imple- 
mentation through each of 24 local health depart- 
ments. Equitable arid effective regulation of these 
centers depends dri achievirig ccnsistency among 
those local departrrierits arid reliability among those 
who inspect. This paper expladns the process which 
the Maryland Departnierit of Health has used to 
address these issues and offers its paired inspection a.s 
a model for others. 



JNTRODUCTION 



Maryland has often been referred to as * America in 
Miniature." The description is apt because the state's 
geographical characteristics encompass the sands of 
the Atlantic beaches, the flat farmland of the Eastern 
sjiore and the nation's largest inland bay, the 
Chesapeake. At the bay, great bridges reach across to 
the deep-water port, tobacco farms, rollirrg horse 
country and dairy regions of the Piedmont Plateau, 
which theri rises to meet the heavily forested Appa- 
lachiari Mountains. 

The analogy is also apjplicable to the varied 
ways of life represented in the state's quiet farming and 
fishirig villages, bustling oceanside and mountain 
O 
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resorts, row houses clustered iri Baltimore's ethnic 
neighborhoods and the megalopolis which stretches 
35 miles fiom that city to^^^hirigton, b.C. In contrast, 
the quiet colonial city of Annapolis, home of the U.S. 
Naval Academy, is the Capitol. 
Politically, Maryland is made up of 24 subdivi- 
sions, 23 counties and Baltimore City. Each is admin- 
istered by an ejected fepresentative cdUricil and has 
separate loal agencies for health, educatiort and social 
services. These agencies relate to correspdridirig state 
agencies: By jaw, the local health departmertt is headed 
by a physician or an administfator with a physiciari as 
deputj^ The head of the local health departmerit rhust 
be approved and apjpointed by both the local govern- 
ment and the Secretary of the Maryland Sta te Depart- 
ment of Heajth and Mental Hygiene (DHMH). Local 
heajth departrnent activities are funded through a 
state/federal-local "matching" formula and through 
direct state grants.^ 

Economically in |979 10 % of the state's popula- 
tion had income below the jjqverty level comppxed 
to 12% of all U.S^resjdents. However, median income 
for families with children under age 18 ran above 
national averages for that year When the figures 
are adjusted to reflect median family income in fami- 
lies with children under age six incomes range 
from 15,383 for a black, female householder with 
no husband present to $22,606 for a white, two 

Waterial in this paragraph contributed by Eric M. Fine, 
M.D, M.FH., RA,A,R^ Director, Prpventive Medicine 
AdminiSfratton, DHMH. 
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parent family. 2 

Maryjand ranks 42rid in area among the states but 

ranks 18th in population. In 1982, an estimated 
4,270,420 people lived within the state's borders: 
Population density varies from over 8,000 per square 
mile in Baltimore City to only 40 per scjuare mile in 
the western mountainous regions. Approximately 
25% of the population is riori-white, compared to 
about 14% nationally. Of the to^al population, approx- 
imately 8% (325,152) are children who are five years 
old or younger. 

In 1980, 47% ofmothers with children under age 

three (65,492 mothers) and 56% of mothers with 
children aged three through five were in the labor 
force (51,663 mothers). In addition, 67% of mothers 
of children six through 14 years old worked outside 
of the home (399.732 mothers). Today, approximately 
86,000 children are being cared for in roughly 6,000 
registered Smily daycare homes, 94l licensed group 
day care cente-^^ and 56 before and after school pro- 
grams appended to approved non-public schools.^ 
The anaiogy j^merica in Miniature'' could also 
be applied to the way in which Maryland regulates 
child care, since each of the three primary' types is 
regulated by a separate agency using a different model. 
This paper presents an overview of the state child care 
licensing structure as the context from within which 
the Division of Child Day Care Center Licensing arid 
Consultation Services^ DHMH, has approached the 
vital regulatory prqbiern of ensuring that each facility 
inspected for compliance with a set of standards 
be evaluated consistently and accurately. The paper 
focuses on a paired inspection exercise as part of 
the eTfort to achieve licensor reliability among approx- 
imately 100 licensing staff in 24 independent politi- 
cal subdivisions. 



THE MARYLAND MQBEL 

Ensurjng child care services which promote 

sound growth and developmerit for children in safe 
and heakhful surroundings is the challenge of each 
iicensing program across this natiori. Although laws, 
the location of licensing in the structure of govern- 
ment, and implementation v^ry, the underlying theme 
persists. Each state grapples with how- to design 
regulatory activities so that its child care programs are 
regulated equitably and effectively. 

Each of Three Types of Day Care Licensed by a 
Separate Agency 

in Mar^yland, the Lej^islature analyzed the three 
basic setting for out-of home, part-time care for 
children— fernily day care homes, group day care 
centers, and pre-schools— to determine how each 



might be licensed most appropriately It gave primary 
responsibijity for licensing each type of care to the 
state agency which it believed to be best suited to 
address the unique characteristics of the setting. 

in this three-agency system, family day care 
homes (care for six or fewer children iri a residence) 
are registered by the Maryland State Department of 
Human Resources (DHR). Group day care centers (care 
for two to six children outside of a residence or seven 
or more children irrespective of site) are licensed 
by DHMH; 

Non-public nursery schools, kindergartens, arid 

elementary schoojs (characterized by their instruc- 
tional emphasis) are approved by the Maryland State 
Department of Education (MSDE). If an approved 
school offers before and/or after school child care and 
that care meets criteria established by MSDE, it, too, 
is subject to approval by that agency. 

There are several situations where two of the 
three agencies may be involved. First, if a school 
chooses to offer child care other than that which 
MSDE approves, that care is subject to DHMH licen- 
sure. Another example is that a school operated by a 
bona fide religious organization may apply to MSDE 
for exemption of its school day but any part or full day 
child care which the religious organization may offer 
is subject to licensure by DHMH: In another model, 
a day care center, licensed by DHMH, may seek 
approval from MSDE for its instructional component. 

Firially both DHR and MSDE look to local health 
departments to carry out traditional public health 
furictioris in the facilities which they regulate. 

Staff from the three agencies work together to 
develop compatibility among the iicensing programs 
arid coherence iri the overall licensing structure. This 
coordiriatirig process was formalized and strength- 
ened iri July, 1986 through creation of a state-level 
interagency council to address licensing issues; 

TTie DHMH Group Day Care Center Licensing 
Model 

The g^oup day care center Hcensing program is 
administered by the Division of Child Day Care Center 
Licensing and Consultation Services (Division) in the 
Preventive Medicine Administration, (PMA), of 
DHMH. This jocation is a logical one for carrying out 
the legislative mandate to identify riSKS to children 
receiving care in a group setting and to offset chose 
risks by reasonable protective measures. It is no coin- 
cidence that many of those risks are health related and 
that protective measures are often preventive in nature. 
Related technical assistance is availal»ie in PMA through 
such programs as communicable disease control, 
riutritiori education, lead screening, and a vast array 
of infarit and child health initiatives. 

However, the law's equally strong requirement of 
strategies to ensure sound growth and development 
dictated inclusion of that component also. To accom- 
modate that emphasis, the Chief of the Division is 
drawn from the community of child deveicpment 
professiorials. The Division also includes a second 
Child Development Specialist (CDS), a Nutritionist^ a 
Community Health Nurse, a Licensing Specialist, and 
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Cbitaren, Families and Child Care ih Maryiahd, 

pubiished by the Maryland Committee for Children. 

^Sratisrics in this paragraph from Cbildren, FamUCes 
and Cfoiid Care in Maryland, published by the 
Maryland Commitiee for Children, 
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ian Administrative (Officer 

To jprbvide consultation in areas in which 
PMA does not have expertise, a State Day Care Unit 
was created. 

Currently, rhembers include a specialist in 
erivirdhmehtal matters, an Assistant Attorney General, 
arid the State Fire Marshal. Although a representative 
of the Protective Services staff in DHR is not a formal 
rherriber of the Unit, the Division arid that staff have 
developed a productive working relationship through 
struggling toger^ jr to develop policies and procedures 
on child abuse iri centers. 

This structure provides a fertile, supportive 
environrnent from which to administer a coriiprehen- 
sive group day care center licensirig program. 

The actual day to day center licensirig activities 
are carried out by the local health departrrierits iri each 
of Maryland's 23 counties and the Baltimore City 
Department of Health. This state/local partnerehip 
recognizes the values of a uniform la regulatioris, and 
policies^, and the benefits of centralized directiori, 
training, and overview coupled with the strengths 
inherent when licensors and licensees are in proximity 

The Local Licensing Ifeam 

Each local health department assigns a licensing 
team which includes a sanitarian, a nurse, a specialist 
in child developmerit, and a nutritionist (or another 
ream member cross-trained to evaluate the nutrition 
component of a center's program). Each team member 
performs inspections, provides technical assistance, 
facilitates consultatidn, and responds to corriplaints 
related to regulations in his area of professional exper- 
tise. In addition, a Licensing Coordinator,^ who may 
also do inspiectioris and carry out additiorial functions 
in his own professional area, managejs the licensirig 
process and monitors the need for negative enforce- 
ment activities. The Coordinator is responsible for 
maintaining communication with licensees, the team, 
his Health Officer, and the state office, and is the of- 
ficial custodian for licensing records. 
Even though team members may work in dif- 
ferent units of a local department, the team concept 
provides a unifying structure which encourages 
routine communication about common or inter- 
related concerns, ensures a group with varying 
perspectives but a common focus for problem 
solving, and provides a support systerri for licensors 
and licensees. 

The team concept acknowledges the importance 

of each aspect of the regulations and offers a Unique 
mechanism to coordinate health, environmental, and 
programmatic issues. Through this approach, a center 
may be vievt^d as a whole and its children have the 
opportunity to benefit from a comprehensive licens- 

^Although Baltimore City and several hor^ ruTe counties 
have their own day 72ursery iatus, aii are compatibie u ith 
the state law. Baltimore City is the only jurisdiction to 
PVOtnulgate its own cqmprebehsive regt4latiohs. Those 
regulations and the Citys admimstmtive policies arc 
essentiaiiy parallel to those in place throughout the rest 
Maryland. 
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ing program designed to ensure their sound physical, 
emotional, social and intellectual development. 



A VITAL OPERATIONAL 
PROBLEM: UNIFORMITY 

In this licensing model of ceritrslized administra- 
tion and iocal implementatibri with no direct super- 
visory links, a vitai operational j3roblem is ensuring 
that regulations and licensing procedures are applied 
uniformly and accurately statewide, 

This problem was articulated in 1979_by Mary 
Jane Edlund, then Chief of the Division. In /*The Tearh 
Concept in Child Day Care Licensing in Maryland/' a 
*;F^per of Signiflcance" published in the April, 1980 
ARA Newsletter, Edlund wrote*, **Maryland*s experi- 
ence is one of adaptation to a State and local system 
in which local autonomy demands respect and one iri 
which uniformity is not easily achieved." 

John and Karen Lounsbury with Ted Brown ad- 
dressed this issue in their studies in the mid-1970's. Iri 
a paper summarizing their research, published in the 
Winter 1976 issue of C^zW Care Quarterly, they 
presented their rationale: 

An effective state day care licensing 
system should be capable of administering 
all day care standards in a uniform manner. 
Thus, standards shoujd be applied uniformly 
across the state, consistently between 
different licensing staff, and consistently by 
the same person over time^ The term 
'^standards*' itself implies a set of criteria ap- 
plied uriiforrrily if staridrirds are not uni^ 
formly applied, even the most stringent and 
comjprehensive standards rnay not ensure 
adequate safeguardirig ol^ children: Non- 
uniform application of standards may have 
the effect of denying *'equal protection" to 




day_care operators if some are treated rnqre 
severely than othere by the idiosyncratjc in- 
terpretations of their licensing represen- 
tatives. In addition, unifbrmitj^ of standards 
provides assurance to parents of day care 
children that licensed facilities throughout 
the state attain the same minimum levels of 
protection and care: 

Nbrris Class uses the term, "reliability" to label 
this conceptjh his paper; * A Policy Planning Paper on 
Assuming a Regulatory Stance in Chijd Care Licens- 
ing;\preserited at the Virginia Commonwealth Univer- 
sity Institute dri Licensing in October^ 1981, he lists 
"zealous commitment to reliability in compliance 
determination" as_one of four "requisites for valid 
implementation of a regulatory stance in licensing 
administration." He defines reliability as "arriving 
at the same finding (determination) regardless of 
who makes the investigation and for pretty much the 
same reasons/' 

Maryland's goal of reliability expands on this 
definition by stating that which is implied: licensor 
should arrive at the same findings for the same reasons 
and should also arrive at a finding which is consistent 
with the stated standard. 

Maryland's commitment to achieving reliability 

can be identified in prornuigation of comprehensive 
statewide regulations in 1971, construction of licens- 
ing forms to standardize documeritation of inspection 
findings, commitment to staff development activities, 
and publication of the Manual for Regulations and 
Licensing Procedures for Group Day Care Ceftters 
in Maryland. 

The value of the process of developing the 
Manual cannot be overstated. The rounds of discus- 
sion, drafts, comment periods, and revisions identified 
differences in application of the regulations and 
developed a consensus of how to evaluate for com- 
pliance with each regulation. In its final form, the 
Manuaj ftirnished each licensor arid each licensee with 
the statement of intent for each regulation, procedures 
and standards for evaluating each regulation, and a 
guide to conducting inspections. In short, the Manual 
provided a standard for assessirig reliability 
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THE GGNGEPT OF PAIRED 
INSPEGTT9NS DEVELOPS 

Joint state/local inspections to assess reliability of 
regulations application were first considered in 1977. 
That year, the Division initiated a biennial Procedure 
for evaluating local Licensing programs: That Pro- 
cedure was patterned after public health restaurant 
surveys which iricluded paired inspections: The paired 
component was not transferred to the Procedure at 
that time; however, the concept was noted: 

Early in 1979, motivated by the tounsbury 
"Paired-Observers "study, the theme was picked up 
again. The Division Chief and the Child Development 
Specialist conducted inspections together to eraluate 
their mutual reliability but did not include a paired 



component in that year's procedure. However, 
tlie report from the 1979 Procedure riourished 
the concept. 

In that report, a comparison of the 1977 Pro- 
cedure Findings and the 1979 Procedure findings sug- 
gested that centers were dernonstrating vastly im- 
p^roved rates of compliance with the regulations. 
However, Mrs. Edlund, who wrote the report, cori- 
clUdied_rhat she could not express confidence in the 
stated freiquency and patterns of violations without 
also knowing that the reliability of the persons who 
did the inspections had been established. 

Iri the summer of 1980, it became apparent that 
the growing concern to measure reliability, publica- 
tion of the Majiual, and the 1981 Procedure would 
merge rticely. The challenge to assess reliability was 
clear in the 1979 Procedure. The Manual, which was 
in final draft form, provided support in^making a fresh 
start to jurisdictions and inspectors who may have 
been applying regulations or carrying out procedures 
idiosyncratically. 

It was in this climate that Maryland added a paired 
inspection to the 1981 Procedure. 



-THEJAIRED INSPECTION 



Activities 

Once committed, it was necessary to approach 
three preliminary activities simultaneously so that the 
Procedure could begin as scheduled in the Spring of 
1981. _Those preliminary activities were: 
7. Establishing the reliability of the two state staff 
surveyors (the Chief of the Dix'ision and the Child 
Development Specialist) who would conduct the 
paired inspections 

2. Preparing local licensors for the exercise 

3. Designing the exercise 

The two surveyors, accompanied by a represen- 
tative of the cooperating local h^ltFx department, did 
inspections together until they were able to document 
that they agreed consistentlv with each other and with 
the Martual as to wha^constituted compliance with or 
violation of each regulation assessed by a Child 
Developrrierit Specialist. 

As the design took form, information was shared 
with Licensing Coordinators and Child Development 
Specialists in local health departments: Their feedback 
was helpful iri identifying potential problems and 
decidirig how they wouid be resolved. This exchange 
also permitted expression of the anxieties aroused by 
moving from a Procedure relying alrnos^entirely on 
reviewing files to orie including the more personal ele- 
ment of an assessnient of an actual inspection. Given 
the local/state relationship, the paired component was 
dependent on cooperation from each local depart- 
ment. By early fall of 1980, each jurisdiction had in- 
dicated its willingriessjo participate. 

li^ November, 19C0, a letter was sent to local 

health departmerits formally announcing the paired 
child development inspection as part of the 1981 Pro- 
cedure, The letter dUtliried the Division's goal of ensur- 



ing that rcgulatiom. and licensing procedures be 
applied uniformly and accurately statewide; explained 
how reliability had been achieved by the surveyors; 
named the center randomly selected for the ihspec- 
dbn; asked the inspector who routinely con- 

duct that inspection to schedule the inspection with 
the state surveyor and to prepare the licensee for the 
exercise; provided information about how the exer- 
cise would be conducted and evaluated; and con- 
cluded by offering to answer individual questions. 
The Process 

In each county and in Baltimore City, a surveyor 
accompanied the inspector doing the child develop- 
ment component of t^e regular relicensing inspection. 
Each individual completed the inspection in the com- 
pany of the other bu^independently. However, the 
surveyor did not interview. 

The surveyor also used the Paired Inspection 
Score Sheet to note v/hen the inspector demonstrated 
any of the 15 desireable licensingprocedures recom- 
mended in the "Guide for Use ol Day Care Center 
Inspection Forms '* developed as part of the Manual. 

After leaving the center, the surveyor shared 
perceptions about whether the inspector had 
demonstrated the desired procedures or, in the case 
of the first and second activities, had indicated the 
desired action In casual but directed conversation on 
the way to the inspection site: One point was credited 
for each of the 15 procedures demonstrated. 

Then the surveyor and the inspector compared 
findings on the insjpection itself and discussed dif- 
ferences to ascertain whether the inspector had 
evaluated compliance with each reg;ulation as stated 
in the Code c f Maryland Regulations 10.05. 01, Group 




Day Care Centers, arid the corresponding guides for 
inspection in the Mariual; brie negative point was 
recorded for each violatibri cited by the inspector 
which in fact did not exist arid for each violation 
which djd exist and was riot cited; 
Reliability of Findings 

The paired inspeetidri is a tool which provides 
clues as to how reliably regulatibris and licerisirig pro- 
cedures ;.re being applied and identifies areas where 
training is indicated to increase that jikelihbdd. it is in- 
appropriate, however, to draw sweeping generaliza- 
tions from the findings of this exercise for the foHov^- 
irig reasons: 

/. This exercisejncluded only one inspection in 
each jurisdictiori. To ensure statistical reliability of at 
least 90% , paired inspections should have been con- 
ducted in approximately 10% of the centers in each 
jurisdiction. Differences in findings tend to develop 
in marginal situations so, to be truly representative, the 
number of inspections should have been greater 

2. In four of the 24 jurisdictions (those included in 
the Baltimore Washington corridor), more than one 
person did child development inspections. For pur- 
poses of this exercise it \\^s assumed, but not veri/led, 
that inspectors within jurisdictions were standardized. 

3. In two counties^ the surveyor identified problems 
which put the children in the center at serious risk. 
When these problems went unacknowledged by the 
inspector, the surveyor "broke silence" and moved 
into a support role with the inspector so that the prob- 
lems could be addressed with the licensee. It cannot 
be known hew the inspector would have evaluated the 
center in a pure exercise. 

4. Even though the reliability of the two surveyors, 
had been established, the fact that the Division Chief 
participated in three of the inspections while the Child 
Devejopment Specialist did the other 21 did not allow 
for an even distribution of their potential variations in 
the statistics. 

5. Three Child bevelopmont Specialists work in 
more than one county each, therefore, the 24 inspec- 
tions were done by only 14 different licensors. The 
alternatives of each CDS with multi-county areas 
doing a single inspection with the score being 
generalized to the other county or counties assigned 
or, doing one inspection in each county to establish 
an independent score for the county were weighed. 
The latter option was chosen but feedback was 
delayed for those inspections until the inspector had 
completed the assigned counties series. It cannot be 
known how that decision influenced the findings. 



RESULTS QF THE PAIRED INSPECTION 
EXERCISE 

inspection Procedures 

The 15 inspection procedures were chosen 

because each is a component of pdsitivejicensing 
technique. Each contributes to the orderly flow of the 
process or demonstrates that the process is open for 



the licensee to observe or fortifies the concept that the 
process is fair andreasonable; Each contributes toward 
building trust in and respect for inspectors and 
regulatory activities: 

The inspection procedures scores, by jurisdic- 
tion, ranged from 12 (80%) to 15 (100%): Of the 24 
jurisdictions, nine or 37^5% demonstrated 100% of 
the procedures; seven or 29% demonstrated 93 % of 
the procedures; four or 16:75% demonstrated 86% 
of the procedures; and four or 16:75% demonstrated 
80% of the procedures. The average score by jurisdic- 
tion was 13 . 875 or 93%. 

Of the 27 instances when a desirable inspection 
procedure was not demonstrated, 21 or 78% were in 
three categories: 

1 , #11— Asking the p?>"Son interviewed if he wanted 
to have the inspection findings reviewed— accounted 
for six or 22% of the "No's" recorded. 



2- #12 — Explaining the function of the signature of 
the person interviewed to that person — accounted for 
eight or 30%) of the **No^s" recorded: 

#13— Telling the person interviewed how he 
might indicate disagreement with the findings- 
accounted for seven or 26% of the **No's'* recorded. 

When scores were computed for each of the 14 
inspectors, the average score was 13.2 or 88%. 

Child Development Findings 

The primary purpose for doing the paired child 

development inspection was to begin to assess how 
accurately those regulations were being applied across 
the state. 

Jj Hyst be noted, however, that compliance or 

non-compHance with many regulations is obvious, 
tittle Jikelihqod of disagreement exists over whether 
a license is posted or whether the number of children 
present exceeds the licensed capacity of the center. 
The fact that compHance or non-compliance with 
many regulations is generally self evident ensures a 
high degree of^ejiabijity. In most cases, licensees 
know precisely jvhat they need to do to comply and 
inspectors know precisely what constitutes com- 
pliance. "Gray " areas exjst around judgmental applica- 
tion of regulations such^ as jhose pertaining to **ade- 
quate" materials or "appropriate'* activities. 

Each inspection required evaluating for com- 
pliance on 67 items: The scores by jurisdiction ranged 
from -5 (93 %) to -0 (100%): The average error rate was 
-1.5 indicating statewide accuracy of application of 
child development regulations of 98% . Cumulative- 
ly all inspectors cited violations which did not exist 
or failed to cite violations which did exist a total of 36 
times. Of those 36 inaccurate determinations, 24 or 
67% were essentially judgmental: 

The other 12 or 33% occurred when one person 
observed or failed to observe a fact upon which the 
other person's decision was based: 

Further analysis indicated that in 12 or 33 % of the 
36 cases, inspectors cited violations when the licensee 
had rhet the requirements of the regulatibh: One in- 
spector cited a vidlatidh for a center having a generous 



ERLC 



A8' 



quantity aild variety of drarhatic play props for hot 
having male dress-ups when dress-ups, as such, are not 
required. Another cited a violation because the home 
living area equipmient was metal rather than_the rnore 
traditional wood. In the rerriainirig 24 or 67%.of the 
cases, the inspector indicated compliarice where a 
violation existed, Examples included approving bverr 
sized groups aild approving staff records without all 
the required compoiierits being present. 

the 36 inaccurate determinations were limited to 
23 or 34%) of the 67 items. Of the 23, 10 were assess- 
ed incorrectiy two or more times. 

Cumulative Scores 

The paired inspection process addressed both the 
reliability of the findings on the child development 
inspection and the inspectors' demonstration of 
specific positive licensing procedures. The cumulative 
scores included both components. 

Overall cumulative scores by jurisdiction ranged 
from eight or 53% to_ 15 or 100% for an average 
reliability rate of 12.375 or 82.5%. By inspector, the 
average score was 11.27 for a reliability rate of 75%. 

Looking for Patterns 

Even though the data was much too slim to be 
generalized, it was analyzed for patterns which might 
link an inspector's education, training, or experience 
to that inspector's score on the paired inspection: 

The only clear pattern that emerged was that each 
of the seven scores of 15 (100%) was earned by an in- 
spector who did a series of paired inspections and after 
the first inspection. 

EVALUATION 

This is a simple, beginning step in the area of 
paired inspections. Given all the factors which could 
have distorted the findings^ it is inappropriate to pro- 
claim the high degree of reliability suggested by some 
of the statistics, but there were some specific benefits 
from the experience. 

/- Through developing and carrying out the exer- 
cise, statewide attention was focused on the issues of 
equal tres^tment and uniform practice. Licensors 
plainly showed a growing commitment to building 
reliability through consistent and accurate application 
of procedures and regulations. 

2. The findings on the licensing procedures com- 
ponent indicated specific areas in which to conceri- 
trate efforts to encourage inspectors to practice pro- 
cedures that reinforce safeguards for licensees. 

3} The child development inspection findings 
targeted training needs, but also isolated sections of 
the regulations which are vaguely written. Even with 
^he standardi^tion offered by the Manual, there were 
several instanGes when the inspector and the surveyor 
disagreec about a finding and could not reconcile that 
disagreement. Those disagreements clustered around 
three regulations: 

a) Pjaygrojjnd (What satisfies the requirement 
>x ^^appropriately equipped"?) 

39 



b) Group Size and Staffing (How should ratios be 
applied during haptirhe?) 

c) Dramatic Play Equipment (Specifically what 
could inspectors require?) 

After the entire series of paired inspections 
was completed, the child development ihspiectprs 
irespived these issues themselves pending clarification 
in the reguiatiohs. 

4. Thie paired inspection exercise provided direc- 
tion for subsequent stahdardizatidn activities. 
The next stepis were clear: 

a) Continue to offer group and individual train- 
ing for inspectors 

b) Encourage all jurisdictiohs to participate in 
training activities 

c) Expand the format of the paired inspection as 
a training tool 

d) Improve the regulations and Manual to be mf)re 
precise 

e) Redesign the exercise to ensure greater 
reliability 

f) Expand the scope of the exercise to include 
health, nutrition, and environmental inspectors 

g) Repeat the exercise with child development 
inspectors 

Some Thoughts to IPonder 

As the person with primary responsibility for this 
exercise arid as the principle surveyor, I had oppor- 
tunity to observe and consider the dynamics of many 
different individual styles. I noted the contrast be- 
tween inspectors who moved methodically from 
point to point on the inspection sheet and others who 
observed overall and then looked for a place to cite 
problems. Some inspectors seemed to have pre-picked 
issues while others had a broader focus. The 
hypothesis that expectations influence findings began 
to develop when my notes revealed that an inspector 
who had characterized a center as being a "good'' one 
often missed deficiencies obvious to me; and an in- 
spector who had characterized a center as being 
"troublesome'' tended to cite violations where there 
were none. These are behaviors which warrant addi- 
tional thought and study as we work to perfect 
regulatory practice. 

But, most importantly, by working with an in- 
spector in each [urisdiction of Maryland, I W2iS privy 
to a priceless pool of curnulative knowledge, skill, and 
experience which could be integrated into our on- 
going program to build an efficient, effective licens- 
ing program. 



RECOMMENDATIONS 



The paired inspection has demonstrated its value 
as an evaluative tool in both the Lounsbury study and 
the Maryland exercise With a different emphasis, the 
process could be diagnostic: By adding feedback from 
surveyor to inspectoi; the paired inspection becomes 



a training tppl. Since the issue of consistent findirigs 
is, pr should be^ of concern in any prograrh relying 
oil inspections to cohfiirm compliance^ the paired ih- 
spectiph should be considered as a tool to build licen- 
sor reliability. 
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ABSTRACT 




he Massachusetts initiative for health in day 
care illustrates the efforts of an MCH/GG 
Agency which_does not have regulatory 
authority for day: care. Over a period of only a few 
years, the MCH/CC Agency has established a viable 
Preschool Health Prbgrarn in cooperation and col- 
laboration with other staff within the Department, 
other state agencies, arid community organizations. 
The Program h^s provided rieeds assessment, training 
opportunities, technical assistance, a federally funded 
family day care project, and assistarice iri day care 
health standard settirtg. The MCH/CC Agericy has been 
an active catalyst iri focUsirig atteritiori on the issues 
of health in day care arid has; succeeded in establishing 
MCH/CC as a prominerit day care agency without 
changes in legislative niaridates. 

From the bcginnirig, intra-agericy arid iriter- 
agency cr ordination and collabofatiori were priority 
goals. Ttvo cvorking groups were convened— drie for 
projects within the division and another with the key 
Slate agencies identified through the interview 
process. The initial goals of the initiative were: 1) to 
educate one another about the health-related 
preschooj activities which were taking place; 2) to 
conduct a iocal needs assessment to identify health 
services in day care center and gaps in services; 3) to 
coljabqrate within the Depa of Public Health 

and with other sate agencies to increase the amount 
and quality of day caie health training and technical 
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assistance for day care settings: 

As a result of the needs assessment process, the 
Preschool Health Prograrh began to plan activities on 
seveml fronts: 1) development of a comprehensive 
Health in Day Care guide for day care providers; 
2) establishing a plan for presenting statewide train- 
ing conferences and workshops; and 3) participation 
in several day care interagency task forces and work- 
ing groups to influence policy development and stan- 
dard setting. 

Due to the lack of program staff and training 
funds, the Preschool Health Program has been forced 
to assume the role of coordinator and facilitator. The 
f rogram functions as a ratalyst to others to see that the 
task of improving health in day care is addressed. This 
has become a pioajctive role to foster interagency 
irivestrhent in day care health promotion. The recent 
involvement of the Department of Public Health as an 
integral state agency in day care policy and services has 
been the result of establishin^ga presence of health as 
a prornirierit day care issue. This recognitioa has oc- 
curred as ari outgrowth of activities such as affiliations 
with other agencies and professional associatibris, 
public ribtice at conferences and in local publicatibhs, 
participatibri bri relevarit task forces, and develbpment 
bf a federal family day care project in response to 
expressed rieeds. 

With rieither direct regulatory authority nor a 
specific budgetary aliUcatibri^ what are the roles which 
a MCH agericy can play? The follbwing paper 
describes how one state MCH ugericy has developed 
art iriribvative arid active set bf programs iri this situa- 



tion and how these activities have been integrated into 
MCH/CC programs. 



JNTRODUCTION 



The development of day care services and 
problems for young children in Massachusetts reflects 
the major demographic and social shifts in our nation 
over the last two decades: increasing numbers of 
women in the workforce, rising rates of divorce 
and female-headed households, and the feminization 
of poverty. 

According to the 1980 Census, out of a total 
population of 5,737,037; thereare 337,215 children in 
Massachusetts aged birth to five years. Forty-three per- 
cent of the w^orkforce consists of women with 
children under the age of six: 

One put of every six families (16%) are female- 
headed households. Of those female-headed 
households v^ith children under six, 66% live below 
the poverty line. 

In Massachusetts, there is a rapidly expanding day 
care community Currently, there are approximately 
1,850 licensed group day care centers with an 
estimated enrollment of 87,000 children and approx- 
imately 9,460 registered family day care homes with 
a capacity of over 40,000 slots available. These 
numbers reflect a njne percent growth in the most 
recent year=1985. Even so, demand for day care far 
exceeds the current supply. 

In Massachusetts, both group and femily day care 
are regulated arid licensed by the Office for Children, 
a state agency formed in 1972 to serve both regulatory 
and advocacy functions. Group day care centers are 
licensed every tv^o years. At present; family day care 
homes (defined as having one to six children in care) 
are registered every two years by filing a self-evaluation 
questionnaire; homes are not routinely inspected 
except upon complaint. The Department of Public 
Health licensed day care programs in Massachusetts 
prior to the creation of the Office for Children. Since 
then, the Department has had little systematic or child- 
focused role in day care, although many of its regula- 
tions (such as the Sanitary Code, food service regula- 
tions and immunization laws) are incorporated into 
day care regulations. 

jn Massachusetts, the day_care system is subsi- 
dized by state funds from the Department of Social 
Services (DSS), the state agency responsible for child 
protection and support services to families and 
children. Approximaiely 16,900 slots are purchased 
by DSS for basic and supportive service care. Addi- 
tionally, approximately 5,300 child care vouchers are 
provided by the Departments of Social Services and 
Public Welfere to support the state's Employment and 
Training participants. 

it was recently estimated that there is a need for 
six times as many work-related slots as are available 
through state-funded subsidized slots. 

As organizedpreschodl settings begin to replace 
the public schools the earliest site at which public 
health interventions can reach large numbers of 



children, the opportunities for promoting positive 
child health and development during the preschool 
years has grown. Concerns about the adverse health 
risks of day care have also arisen, from increased 
spread of some infectious diseases— especially among 
young children in diapers— to the dangers of abuse or 
neglect and "custbdiar* care 



STEPS OF IMPLEMENTATIQN/ 
-JEROBLEM IDENTIFICATION 



MCH Programs Related to Day Care 

The Division of Family Health Services is the 

MCH/CC agency for Massachusetts. Since the early 
1970s the Division of Family Health Services has not 
related directly to the day care community, with the 
exception of funding one model program, the 
Preschool Enrichment Team: For the last decade, the 
Preschool team, a multi-djsciplinary preventive child 
health team, has offered on-site consultation to 40 day 
care centers; vision and hearing screenings and train- 
ing on screening techniques; child developmental 
assessments; workshops on issues in child growth; 
first-aid training; and other services. Even with six 
full-time equivalent staff; the requests for informa- 
tion, training, and assessments continue to outstrip 
their capacity. 

During this time, the MCH/CC Agency also has 
supported a number of projects^which focused at least 
some of their activities on the preschool population. 
Some key programs are listed as examples of MCH 
involverhent with this age group; 

Statewide Childhood injury Prevention 
Program (SCIPP)— SCIPP has assembled a 
number of resource materials; curricula, and 
training approaches of relevance to day care. 
In particular the Home Injury P'revention 
Project (HIPP) home safety protocol can be 
adapted for family day care needs: Between 
1980 and 1982, this project conducted more 
than 350 home visits to assess hazards and 
collected data on more than 60 potv ntially 
hazardous items. It also offered active 
counseling to residents and installed and 
distributed home safety devices. An evalua- 
tion of HIPP indicatedit has been successftil 
in reducing the number of hazards in the 
home. With a special federal grant, SCIPP is 
currently developing a new training module, 
"Safe Day Care.'* 
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Massachusetts Passenger Safety Program 
(M PS P)— With funding from the National 
Highway Traffic Safety Administration, MPSP 
has developed and coordinated training 
curricula and resource materials on proper 
car restraints for preschool children, includ- 
ing speakers'bureaus, safety councils, an 
industry cost reduction program (e.g., 
department store car seat discounts), com- 
munity public safety initiatives, and a car seat 
loan program. 



Massachusetts Childhood Lead Poisoning 
Prevention Program (CLPPP)— Since 1972, 
etPPP has administered a comprehensive 
state lead law and regulations, including 
direct services and local projects^ Although 
' \^ care centers must bejnspected by regula- 
tion and certified in compliance, family day 
care homes are not routjnely inspected. 
Since 1981, the Division^ through the MCH 
Block Grant, has supported a continuation 
and expansion of local lead poisomng 
prevention programs previously funded 
categoricaliy: Nurses in the Department's 
regional offices offer lead screening^ case 
management, and outreach to the communi- 
ty to prevent lead poisoning; 

In addition, the Department provides many other 
MGH/ee (inciuding eady intervention, WIC, and 
primary cire) and related services (dental health, cdm- 
municable diseases, and local health services) which 
can be made avaiiaWe to day c^re. There are also a 
number of related progranis wit W the MCH/CC 
Agency which serve preschool aged children with 
special needs — early intervention, developmental day 
care, integrated preschools, etc. 

Development of the Preschool Health Program 

In the early 8bs, MCH began to re-examine its role 
of serving the general population of preschool 
children. Since over 125,0^00 p children 
receive child care within an identifiable and organized 
day care system, the day care C5>mmunity was deter- 
mined to be the best target group for activities. Empha- 
sis was placed on child health and development, with 
a focus on preventive healthy promotion including 
injury prevention and communicable diseases, and on 
early referral to appropriate MCH services. 

In order to plan greater involvement with the day 
care community, MCH conducted key informant inter- 
views in 1983 with other appropriate agencies: the 
Office for Children, the Departrheht of Social Services, 
the Department of Education, the Preschool Enrich- 
ment Team, and an established child care resource and 
referral agency. Both the child care provider and other 
state agencies expressed keen interest in heakh. 
Federal funds within the Division were identified in 
September 1983 to hire a half-time consultant to coor- 
dinate the new Preschool Health initiative: The coor- 
dinator came directly from preschool day care exper- 
ience, with education/child development background: 
From the beginning, intra-agency and inter- 
ageric^LCOordihation and collaboration were priority 
goals. Two workinggroups were convened — one for 
projects v/ithin the Division and another with the key 
state agencies identified through the interview pro- 
cess. The initial goals of the initiative were: 1) to 
educate one another about the health-related 
preschool activities which were taking place; 2) to 
conduct a local needs assessment to identify health 
services m day care cemers and gaps in services; 3) to 
coiiabprate within the Department of Public Health 
^and with other state agencies to increase the amount 
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and quality of day care health training and technical 
assistance for day care settings. 

Needs Assessment 

In December 1983, a cdriipreherisive needs 
assessment was sent to all licensed day care centers in 
Boston and Springfield (N = 186). The survey revealed 
an unexpected degree of interest in providingjnore 
health services arid receiving health training. Topics 
most desirea for staff trairiirig were identifying rhild 
abuse and rieglect^ workirig with parents, observing 
and recordirig child behaviors, identifying cbrnrribn 
iilnesses, use of screeriirig tests, arid first aid. Technical 
assistance was requested by 76.5_% on promoting 
positive child health routines, 73.5% on promoting 
child safety, and 72.7% on using comniunity healtH 
resources. Development of sick child policies and revi- 
sion of health policies were of least interest, but were 
still requested by 41% of respdridents. 

During an additiorial follow-Up telephorie survey 
of all infant/toddler programs in Boston (N = 32), 94 % 
indicated that communicable diseases were their ma- 
jor health concern. Written techriical assistance 
materials and health training, particularly related to 
issues of communicable diseases, were requested by 
76% of the programs. As a result of the needs assess- 
ment process, the Preschool Health Prdgrani began to 
plan activities on several fronts: 1) develdprrierit of a 
comprehensive Health in Day G^^r^ guide for day care 
providers; 2) establishing a plan for presenting 
statewide training conferences and workshops; and 
3) participation in several day care interagency task 
forces and working groups to influence policy 
development and standard setting. 

Day Care Policy at the State Level 

At the same time that DFHS was re-assessing its 
role with day care, the state was undertaking a similar 
effort. The demand for child care was growing at a 
very rapid rate, arid it was widely recogriized that day 
care suffered from an uncodrdinated state apprdach. 
Thus, in March 1984, Gdverridr Michael Dufcikis con- 
vened the Governor's Day Care Partnership Project td 
recommend cdmprehensive strategies td niariage arid 
improve day care in Massachusetts. Task force 
members from state agencies, higher education institu- 
tions, private industry, and representative provider arid 
advocacy associations charted a new course. A 
representative from the Department of Public Health 
was not invited to become a member, arid although 
training and support was one of the cornerstdries df 
the recommendations, the word "health" never ap- 
peared in the report except for one reference to early 
intervention. 

Despite a lack of involvement with the Gover- 
nor's Partnership report, as the Department of Public 
Health \^s becoming more prominent in its role with 
cbycar^ the director of jhe new Preschool Health Pro- 
gram was invited to become a member of several other 
major state task forces related to day care. As chairper- 
son of a h^lth subcommittee of the "Citizen Involve- 
ment in Day Care Quality" Committee, she facilitated 
^unanimously accepted changes in the health standards 
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for state-contracted day care programs. As a member 
of four other interagency task groups, the director is 
abie to communicate health-reiated concerns and 
resources to the group and to report back to Depart- 
rnent staff the priorities arid needs of the day caire cbrri- 
rnunity Currently, these major task forces are actively 
addressing issues of family day regulations, statewide 
access to day care training, resource development, the 
role of child care resource and referral agencies, imple- 
mentation of early childhood programs within the 
public schools, and comprehensive planning for 
special needs children birth to six years of age and 
their femilies. Health has become an integral compo- 
nent in each of these efforts. 

Through increased opportunities to work more 
closely wkh other state agencies and day care pro- 
viders, it became apparent that family day care pro- 
viders were an isolated group and were being poorly 
served in relation to the magnitude of their needs. 
Thus, the Preschool Health Program developed a pro- 
posal for the "Family Day Care Health Project." This 
project received federal MCH ftinding as of October 
1, 1985; it is founded on a community^ 
and "training of trainers" model, and will serve to 
strengtheh and support technical assistance and train- 
ing efforts for fiamily day care providers within the cen- 
tral region of Massachusetts. The data gathered by the 
evaluation component of Family Day Care Health Pro- 
ject will be used directly in setting state family day care 
regulations and administrative policy. 



STRENGTHS. 



The strength ^hd the relatively rapid develop- 
ment of the Preschool Health Program has been due 
to interagency cooperatidn and collaboration. The 
MCH/CC Agency has health expertise and a cominit- 
ment to serve the day care community yet no ad- 
ministrative or financial clout. Other agencies may 
have either authority, purchasing power, or training 
funds but no health expertise. Our mutual needs have 
served to bolster productive and cooperative work- 
ing relationships. 

Building Upon NIGH Agency Function 

The Preschool Health Program, like all MCH 

agencies and programs, has four major functions: 
' information and research 
standard setting 
technical assistance 
provision of services 

Building the Preschool Health Program into these 
existing agency functions has enabled the Program to 
expand as an integral pa^t of the agency rather than 
an isolated or separate initiative. 

1) Information and Research: lb provide ac- 
curate information to the public profes- 
sidnials, and policy makere on the health 
status of wbrheh and children,- and to carry 
out reseiarch oh various needs and problems 
of the population as well as the effectiveness 



of programs; 

The Preschool Heait^^ Program was initiated 
through a needs assessment process. The survey of 
day care center directors in two large cities of 
Massachusetts provided the data necessary to chart the 
future direction of the program. This research effort 
is repHcable in other states, and in fact has been 
adapted_fer use in at least two other states. 

The Family Day Card Health Project has a research 
component which will monitor the integration of 
health and safety practices into the operation of family 
day care homes and assess the reduction of health risks 
in family day care settings: The evaluation methodoi- 
ogy includes both process and outcome components, 
it will assess such things as the number of providers 
reached through training programs or onsite visits,- 
improvements in the health records and increases in 
preventive health activities and home safety measures 
after intervention; utilization of a telephone health 
consultation service; and changes in family day care 
traininjg^ and information networks at the communi- 
ty health level. 

2) Standard setting: To use regulations, 
guidelines, and other mechanisms to set the 
highest standards of care. 
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While the MCH Agency does not regulate day 
care, there is a clear role for providing inpui into the 
development of day care regulations and standards. 
Other divisions within the Department, such as Food 
and Drug, Sanitation, and Communicable Diseases, do 
issue, monitor and enforce a variety of laws, regula- 
tions, and codes which affect day care. Some of these 
are incorporated directly or by reference into day care 
licensing regulations. Therefore, one standard-setting 
role for the MCH agency is to participate in and com- 
ment on the development of these **core" regulations 
and codes. 

It is already apparent that efforts such as the 
manual Healthjn Day Care and the results of the Fami- 
ly Day Care Health Project will have a direct impact 
on both revised day care regulations and Office for 
Children's administrative policies: These manual 
guidelines, while not enforceable as regulations, are 
the most recent written recommendations that the 
Massachusetts Department of Public Health has 
developed for day care. The guidelines were establish- 
ed with, the input of other divisions within the Depart- 
ment of Public Health— Communicable Disease Con- 
trol, Dental. Sanitation, etc.— as well as other state 
agencies arid reviewers from the day care and medical 
communities. 

F*articipatibn on a number of day care task forces 
has clearly influenced the standard setting of thosd 
groups.. For example, due to participation on the 
Citizen Involvement in Day Care Quality Committee, 
state contracted programs are mandated to insure that 
all children are screened for lead poisoning. Other 
new standards include sanitatibri procedures for 
centers, daily logs for injuries and health concerns, and 
policies specifying attendance of sick children. 

Another example is the effort of the Division to 



respond to the issue of AIDS. An MCH pediatrician has 
cibsejy rribhitored the state's preschbbi AIDS policy 
and. has worked with the Departrrient of Public 
Health's AIDS Coordiriatbr to preserit forums bn the 
policy fbr day care staff thrbughbut the state. 

^)_^S^b^^3^ Assistance^ lb employ profes- 
?*Pi^^^^ who experts and can provide 
community programs with expert advice 
and assistance. 

Within six months bf the Preschool Health Prb- 
gram's incept ibri, it cb-sponsbred with Wheelbck Col- 
lege a full day preschool health conference for Head 
Start and day care prbviders. The Preschobl Health 
Prbgrarn provided planning, cbordiriation, and almost 
all bf the faculty for the wbrkshbps, but hone of the 
other conference expenses. The conference was such 
a success that this same model was replicated seven 
months later; the Department of Social Services used 
its own training fund^ to sponsor full-day conferences 
in twb areas bf the state, The conference included 
workshops on numerous health topics including com- 
municable diseases, injury prevention, nutrition, 
health education, dental henlth, and health screenings. 

The collaborative rriodel appeared to be the ideal 
method of enabling the Division to provide outreach 
to the community withoL. a training budget of its 
own. A strong affiliation was formed with the Associa- 
tion for the Education of Young Children affiliates 
throughout Massachusetts by jointly developing a 
preschool transportation safety project. Once again, 
the Division provided its training expertise and coor- 
dination capacity to a group of AEYC members who 
were trained to become speakers on preschool 
passenger safety. 

During 1984, the Division strengthened its ties to 
the day care community by co-sponsoring a full day 
AEYC conference. The keynote speaker on child sex- 
ual abuse and seven additional workshop tiainers were 



provided by the Divisibh. 

The Preschool Eiirichmerit Team is also a fine 
model bf technical assistance activities fbr day care. 
This multidisciplinary preschbbi preventivie health 
team works iiitensively with forty prbgrams. Their 
prbductivicy is apparent frbrn the fact that during 1985 
they cbmpleted 643 schpbl visits, screened alrnost 
1200 children for hearing loss, held 85 trairiing and iri- 
service prbgrarris serving 2108 attendees, in addition 
to providing many other services, They have becbirie 
even further integrated intb the day care cbrnmiiriity 
by receiving Office for Children funding to become 
a Child Care Resource and Referral Agency for Western 
Massachusetts. 

The Health in Day Care guide is an illustration of 
written techiiical assistance rhaterials developed 
specifically for day care. Specific guidelines are 
presented, as are clear procedural recommendations, 
sample letters for parents, posters on handwashing and 
diapering, checklists for center and playground safe- 
ty, and an outline for comprehensive health policies. 
"Safe Day Care" is another example of technical 
assistance for this constituency. Developed by the 
Statev/ide Comprehensive Injury Prevention Program 
of the Division, this module (which includes both a 
training manual and curricular materials) specifically 
focuses on the needs of the classroom teacher. 

Technical assistance, in collaboration with the 
Preschool Health Program, is provided by a variety of 
other Division programs. The Massachusetts Passenger 
Safety Program trains speakers for workshops in ear- 
ly childhood programs and disseminates training 
materials. The Office of Nutrition is providing 
workshops for day care and is beginning to plan for 
the potential of developing a health/nutrition newslet- 
ter with the Preschool Health Pi .gram. Staff members 
of early intervention programs often provide technical 
assistance to day care programs around c^ ildren who 
attend both early intervention and day care programs, 
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or children being transitipned from one to the other. 
The Division vision and hearing.program trains day 
care providers to do screening.. Outreach and train- 
ing Teams work with both family care providers and 



j czre center personnel to assist them in serving 
children with special needs. 

Another tier of activity of the Preschool Health 

Program is networking arid promoting the awareness 
of health in cfay care ort the riational level. Gonference 
presenmtions have been made to the National Associa- 
tibh for the Education of YoUrig Children (NAEYC), the 
Association for the Care of Children's Health (AcbH) 
and a future presentation is being planned for the 
American Public Health Association (APHA). Through 
networking at the 1985 NAEYC conference, an infor- 
rnal natiohal net work of health in day care profes- 
sionals has been formed with individuals throughout 
the country As a result of this effort, the Preschool 
Health Program has established a new working rela- 
tionship with the Georgetowri University Chiid 
Development Center to develop a complementary 
teacher's guide and trainer's gujde to accompany 
Health m f)ay Car^: A GutaeforDay Care Providers 
for national distribution. 

4) Provision of services: To provide direct 
services to meet established heeds. 



In this case, the MCH/CC Agency does not pro- 
vide direct day care slots for children; nor is it ap- 
propriate for this agency to do so. However; the Divi- 
sion does provide a variety of services, which amplify 
and support the capacity of the day care system, for 
the preschool^ population with special needs. Such 
services include early interverition services (currently 
serving 5,000 children), developmental day care, inte- 
grated preschools (serving disabled and able-bodied 
children together), and respite care services. 

Benefits of C bllaboration 

Due to the lack of program staff and training 
fiirids, the Preschool Health Program has beeri forced 
to assume the role of coordinator and facilitator. The 
program functions as a catalyst to others to see thaithe 
task of improving health in day care is addr essed. This 
has become a productive role to foster inter-agency 
investment in health promotion in day care. 

The recent involvement of the Department of 
Public Health as an integral state agency in day care 
policy arid services has been the result of establishing 
a presence of 1 ^ th as a prominent cfay care issue. This 
recognition has occurred as an outgrowth of activities 
such as affiliations with other agencies and profes- 
sional associatibris, public notice at conferences and 
in local publications, participation on Relevant task 
forces, arid development of a federal femily day care 
project in response to expressed needs: 

The receptivity of the day care community and 

other state agencies is a primary reason for the 
Preschool Health Program's success. At this hjstqrical 
moment, when day care has become a growing 
necessity of this society and when day care staff have 
not previously beeri exposed to health educaUon or 
training, the need arid desire for health information 



is a powerful driving force Since the Massachusetts 
Department of Public Health is not the iicensing 
authority, the Preschool Health Program has been 
greeted with enthusiasm rather than fear or resistance. 
And since health expertise is not a strength of other 
state agencies or the day care community, MCH is 
regarded as expert in a field whjch desperately 
recognizes the need for assistance in health; Rather 
than battling over turf issues" MCH is welcomed as 
a long-lost missing piece of the puzzle: When the 
Health in Day Care) A Guideforfkzy Care Providers 
in Massachusetts is disseminated in 1986, both interest 
and requests for service are anticipated to increase 
significantly. 



PROBLEMS 



The major problems of the Preschool Health 
Program have been due to fiscal constraints. The 
Preschool Health Program can operate successfully 
only with cooperation from other staff within the 
Department of Public Health and other agencies. 
Because expansion proposals for state funds have nor 
yet been successful, the Preschool Health Program 
operates on a yearly budget of approximately S35,OOU, 
with only one smte position assigned to the program.' 

Other problems relate to the day care community 
itself— issues of low wages, high staff turnover, the 
high cost and unavailability of insurance, charges of 
child abuse and neglect, etc. Day care providers tend 
to be overwhelmed by the' burdens of being 
UnderstafiSd, underpaid, and undervalued. A great 
deal of energy has been siphoned off to address these 
continual crises. The Heakh in Day Care reference 
manual and staff training and support are attempts to 
decrease this crisis orientation and to make the day- 
to-day management of health services in daycare more 
uriderstaridable and attainable: However, building a 
solid basis for health in day care can only proceed as 
rapidly as the underlying foundations for day care 
itself are strengthened and expanded. 



RESULTS 
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The Preschool Health Program, within several 

years^ and with only part-time staff, has been esta- 
blished as a viable MCH program. Although expansion 
LS desperately needed on the regional level, the 
Preschool Health Program has been able to act as a 
catalyst for health in daj care activities. Although no 
forrnal evaluation has occurred to date, evidence of 
success can be measured by many concrete events 
which illustrate the recognition of health_as an issue 
and the success of a collaborative model. The follow- 
ing are but a few examples: 

• The Preschool Health Program represents the 
Department of Public Health on five interagency 
working groups to develop day care policies. 

i^ Boston AEYC, without co-sponsorship, will include 
_ at this year's full day conference six health 
workshops by MCH personnel, including injury 



prevention, communicable diseases, lead poison- 
ing prevention, sick child care, and child passen- 
ger safety. 

• A new Request for Proposals for Outreach and Train- 
ing Tfearns issued by the Division will mandate them 
to provide consultation to day care providers to assist 
in the integration of children with special needs in- 
to botli center-based and family day care programs. 

• A county extension program ha.' asked the 
Preschool Health Program and the Divisions's Office 
of Nutrition to collaborate on a comprehensive 
nutrition in day care training program. 

• The MCH/CC Agency received federal MCH funding 
to implement a model femily day care project aimed 
at prornoting health and reducing health risks in 
&mily day care settings. 

• Participation on the Citizen Involvement in Day Care 
Quality Committee resulted in revised and new 
standards for day care services. 

• A Request for Proposal, to be issued by the Office 
for Children to airstate-ftinded child care resource 
and referral agencies for the development of 
model training programs, lists health as one of its 
top priorities: 

• Funding for a preventive child abuse and neglect 
training program for day care personnel sponsored 
by the Department of Social Services was saved after 
communication by a Division child sexual abuse 
working group (of which the Preschool Health 
Program director is a member): 

• The Preschool Health Program represents the 
Department of Public Health on a task force which 
will recommend to the J>ffice for Children a com- 
prehensive state approach to family day care, includ- 
ing regulations and policy changes. 

• The Statewide Comprehensive ehildhbod Injury 
Prevention Program (SCIPP) will disseminate a 
training model, "Safe Day Care". SCIPP staff have 
written two chapters on safety for the Health In Day 
Care guide and, in turn, the Preschool Health 
Program director assisted in development of the 
SCIPP module. 

• The Division pediatrician has provided forums on 
AIDS throughout the state specifically for day care, 
early ihtervehtion, and other preschool program 
staff. She has also been actively involved in present- 
ing workshops on communicable disease control 
and has assisted in the writing and review of the 
Health in Day Care guide. 



EVALUATION 

No formal evaluation has been undertaken to 
date: The Division is in the process of developing data 
management procedures to document more 
systematically its consultation and_techhical assistance 
activities: The Family Day Care Health Project has a 
specific evaluation component and its findings will 
have a major impact oh ftiture directions for the Divi- 
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slop. Funded project activities are also monitored both 
fiscally and programattcally on a semi-annual basis. 



Our major recommendation to other MCH agen- 
cies is that health in day care ir'.tiatives should be 
uridertakeri, even when funding is insufficient. It has 
been demonstrated that despite low staffing, a 
reasbhable_ irhpact on day care services can be 
achieved. Consideration of ' he following recommen- 
dations based on experiences in Massachusetts may 
be helpfijl. 

1. MCH agencies should take a leadership role to 
promote health issues for day care even in states where 
they do riot have regulatory authority for day care. 
MCH cari help regulatory agencies build a health com- 
ponent into day care. 

2 . Any preschool health iriitiative should include a 
rieeds assessrrierit process to determine existing needs 
and resources and fUtUre directions of the project. 

3 . MCH agencies should do initial active outreach 
to other state agencies and the day care comrriunity. 
While MCH expertise was welcomed, it was not 
solicited at the beginning without encouragernent. 
Outreach should include professional group affilia- 
tions, day care publications, and advocacy groups. 

4 . The director of a day care initiative should have 
training and direct experience in day care settings. 

5. To maximize learning and sharing, training 
opportunities should be open to as many preschool 
groups as possible — Head Start, state-supported and 
private day care, nursery schools, family day care, etc. 

6. Workshops and even full-day conferences have 
been most successful when health is the entire focus. 
Health workshops at a broad conference which 
compete with priority day care topics such as be- 
havior management tend to be attended by fewer 
participants. 
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ABSTRACT 



fc^^ egulations and standards are necessary in 
2n effective child program. 
Their development is usually intricate 
and time-consuming, but the process itself enhances 
implementation: 

Mississippi's nutriti6n_ project involved both 
regulation development and implementation. The 
evaluation of nutrition practices in child care facilities 
included development of an evaluation Jbrm, 
guidelines and training: Major deficiencies, which 
ranged from inadequate meals to unposted menus, 
were identified in 72% of fec^^'ties surveyed: 

Cooperation between _stat£ of several divisions 
within the Department of Health accounted for the 
success of the project and its continuation as an ongo- 
ing program. 



INTRODUCTION 

^^Mississippi ^o me is the beauty spot of 
creation— a dark^jvide, spacious land that you can 
breathe in" is Tennessee Williams' description of 
Mississippi^The state has over 41,000 square miles and 
is located in the geographic center of the South Cen- 
tral United States: the population in 1980 was 
2,520,538 or about 53 personsper square mile. It is 
a very hind state ^here on[y 10 counti^ out of 82 have 
a total population exceeding 50,000; only three of 
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these exceed 100,000 and just one exceeds 200,000. 

Mississippi is a **young" state. One out of every 

three persons is under 18 years of age. Of these 
children about 19 percent live with one parent. There 
are 210,155 women in the labor force who have young 
children; J>2, 586 have children under six years of age. 
Mississippi has the lowest per capita income in the 
United States and 77,110 or one-third of our children 
under six are living in poverty. 

Currently there are about 1200 licensed child care 
fecilities in Nlississippi. Of these, about 25%_are Head 
Smrt Centei5^65% are centers serving over 15 children 
and the remaining 10% are family homes serving be- 
tween six and 15 children— all under the age of six 
yea^rs. Facilities serving less than 6 children or those 
classified ^ part of school systems are ne t regulated 
in Mississippi: 

The Child Care and Special Licensure Division is 
part of the Bureau of Preventive Health within the 
Mississippi State Departnient pfHealth. Itis specifically 
located in the Division of Disease Control. The 
Mississippi State Board of Health is the governing 
board of the Department of Health arid has the 
regulatory authority for Child Care Licensure. 

The Mississippi Child Care Licensing fcaw was 
enacted in 1972 ' 'to promote the health and safety of 
the children of this s^te'' and **to assure that certein 
miriniurn standards of cleariliriess and safety are main- 
tairied in such facilities." The law also states **that 
inspect; >ns and approvals shall be based upon the 
standards pirevailirig in the political subdi/isioh in- 
50 



volved, arid upon regulations prdnriulgated by the State 
Board of Health." 

The development of regulations arid standards, 
or revisions thereof, is a slow process. Even minimal 
standards require careful study and review so as not 
to conflict with Oir in any way attempt to circumvent 
the intent of the legislation. In Mississippi, this 
deveiopment and review process takes sieveral steps. 
First, within the bepartmerit of Health those persons 
responsible for the specific aspect of the program draft 
proposed regulations and/or standards based on their 
own expertise and knowledge. The regulations are 
then reviewed by others within the department who 
may be responsible for some phase of their implemen- 
tation. Thirdly, the draft regulations are subrriitted to 
the Child Care Advisory Board (as established by law) 
for the Board's review and comments. At each step of 
the review process, appropriate recommendations are 
incorporated into the draft and presented at the next 
l^y^lPr^^vi^^- ^ P^blic meeting constitutes the fourth 
review level in the process and is certainly one of the 
most important because of the possible political im- 
pact. When these reviews have been conducted and 
necessary changes have been incorporated, the regula- 
tions are submitted to the State Board of Health for a 
fifth and basically final review. When approved by the 
Board, the regulations are submitted to the Secretary 
of S^te, where they must reside for thirty days prior 
to implementation. 

Even though this is a lengthy process, it does 
assure pobiic awareness and input. Since there has 
been overall concurrence prior to final approval, this 
process farther enhances the regulations' implemen- 
tation: The following description of a specific project 
derhohstrates that implementation of regulations and 
standards is often as difficult and as slow a process as 
development and approval. 



- jmmXIQNJEmLUATION PROJECTS 

Shortly after the Mississippi Child Care Licensing 
Law was enacted in 1972, reguiaUons for minim^um 
standards of health and safety were developed as 
prescribed by the law However, it was not until 197(5 
that minimum standards for nutritional care were in- 
cluded in the child care regulations: Written by Vonda 
Webb, R.D., then State Nutrition Director, the 
rhinimurh standards specified the minimum serving 
sizes required for meals and snacks to provide one- 
third to ojie-half the Recommended Dietary 
Allowance. The serving sizes were based on the meal 
pattern chart used by the School Food Service 
Program for Type A lunches.* Portion sizes were ad- 
justed for preschoolers. The standards addressed pro- 
per infant feeding practices and food preparation^ 
appropriate mealtime atmosphere, supervision and 
requirements for writing and posting of menus: 

Even though nutrition standards were included 
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^Naiionai School Lunch Act, Pubtic Law 79 396, 79th 
Congressyjuhe 4, 1946, 60 Stat. 23i: 



in the child care regulations in 1976 and such infor- 
mation was djstribu ted to day care providers, lack of 
hutdtion sbffing the Division of Child Care Licen- 
s^ure restricted evaluation of the program. In 1985, a 
portion of a stab-level nu tritionist position was fanded 
and an evaluation of the nutritional prdgrarri in 
licensed day care facilities was initiated. 

The first thrust of the evaluatlori focused on a 
review of the standards as drlgihally developed in 
1976. The process involving development of regula- 
tions and standards as described above was foUowed 
arid minimum standards for nutrition were developed 
and then approved in January 1986. 

During this same time period, another major 
focus w^s on the evaluation of nutrition practices in 
the day care facilities themselves. Existing public 
health nutrition staff were used to conduct these 
evaluations. The purpose was to assess the meal 
served, menus, food service and the adherence to 
nutritional standards by the child care facility. Since 
there were 1,200 licensed child care facilities, it was 
not feasible to evaluate a large percentage— hence a 
goal of evaluating 10% dfexisting centers and 50% of 
provisionally licensed facilities was agreed upon. 

The majority of nutrition staff were receptive to 

the project. Coupled with the support of the Direc- 
tors of Nutrition, Child Care, and Sanitation was the 
willingness of most nutritionists to accept this nori- 
ciinic based role in nutrition intervention. Despite 
limited time to devote to child care evaluations and 
limited trave^funcls, nutritionists coordinated visits to 
fecilities with the local sanitarian? .s they made their 
regular licensure inspections. Before evaluations could 
be done, howeve^ development of evaluation forms 
and guidelines for cpnducting evaluations were 
needed. Th^ guidelines as developed were based on 
the nutritional standarcfe regulations and were divided 
into five main topic areas: nutrition, mealtime, menus, 
special dietary concerns and infant feeding. By inter- 
viewing and observation the nutritionist was to deter- 
mine certain basic facts which included but were not 
limited to: 

1. Is tne number and spacing of meals and snacks 
consistent with the hours of operation? 

2. Is the meal or snack nutritionally adequate as 
prescribed in the standards? 

3 • Are the meals arid snacks prepared and served 
under sanitary conditioris? 

4 . Is the food served in a form ea.sy for children to 
handle and not highly seasoned? 

5. Are the children served promptly? 

6. Is an adult sitting with children during mealtime? 

7. Are eating utensils and furniture age and size 
appropriate? 

8. Is the atmosphere pleasant and without tension, 
threats, or punishment? 

9. Is the menu accessible to parents and written at 
least one week in advance? 



i Jboes the menu include a variety in type of food 
offered — color; flavor, shape and temperature? 

f f . if a special die^ is necessary, are diet instructions 
provided by parents and posted in the food serv- 
ice area? 

12. if special diet foods are furnished by the parent, 
are they stored and served properly? 

After the standards and guidelines were 
developed, in-service training was provided to district 
arid local nutritioriists statewide through district staff 
meetings. The objectives of training were to review the 
riutritibri standards and to assure uriiforrri evaluations 
using a standardized evaluation form. Since uniformity 
is the key to appropriate and rneaningful evaluation, 
and to indicate the need for further action, the follow- 
ing specific instructions were aiso included in the 
training material. 

1 . Assess nutritional adequacy^ menus, mealtimes, 
special dietary considerations, and infent feeding prac- 
tices using "Guidelines for Nutrition Evaluation Visits" 
during site visit: 

2. Note deficiencies in any of these areas. If you 
need to list multiple deficiencies^ do so in separate 
report. Send copy to the day care center director and 
a copy to ehiid Care: 

3. eomplete all items on ^^Nutritionist Evaluation 
Form for Child Gare Facilities: 

4 . Discuss your evaluation, deficiencies noted, cor- 
rective action needed, and your foilow-up plans 
with facility director or person in charge at the end of 
your visit. 

5. Obtain director's (or person in charge that day) 
signature on form. 

(5. Leave pink copy of form with director of day 
care center; file original, and send yellow copy to 
Child Care. 



7. Refer deficiencies noted in food service sanitation 
to your local sanitarian for follow-up. 

5. Make at least one follow-up visit, then refer to 
Child Care if your schedule does not permit further 
follow-up visits. 

in order to assess the deficiencies rioted and to 
identify follow- up needs a monitoring procedure was 
established. Copies of evaluation forms were submit- 
ted to the nutritionist in Child Care Licensure where 
each form was logged and filed. Using that informa- 
tion, semi and annual reports of the nutritional evalua- 
tions were compiled. 

During the 1985 calendar year, nutritionists 
conducted 186 on-site evaluations at child care 
fecilities statewide. Oi these, 28% were new facilities 
were existing facilities. Additidnally, 
§3 Jfollqw-up visits were made to those facilities where 
deficiencies were noted. 

Major deficiencies identified were: 

• Inadequate meal/snacks and menus 

• Irhprbpeir infant feeding practices (i:e:, bottle 



propping, feeding from jar, usiilg infant 
feeder, bottles and jars not individually 
labeled and lack of feeding schedules) 

• Tfea and Kool-Aid substituted for milk 
at lunch 

• Menus not posted including posting of 
changes on menus Only 28?^ of the facilities 
evaluated showed no deficiencies. Where 
deficiencies were noted, problems were cor- 
rected on the second evaluation in 77% of 
the cases. 

Goals of the project were met since that 134 exist- 
ing and 52 newly licensed facilities were evaluated. 
The goal for existing facilities was exceeded by 
10% but was under-achieved by 16% for the newly 
licensed facilities. 



Major Deficiencies 
Noted 



i. Inadequate meal, menus 

2: Improper feeding 
practices 

3. Tea, kooiaid substituted 
for milk 

4. Menus not posted 
(Substitutions not noted) 

5. Thawing meats on 
counter 



Number of 

Specific 

Deficiencies Noted 

72 
22 
22 



27 




52 



6^ 



No. of 
Centers 
_ to be 
Evaluated 



Nutritionist Evaluation Visits^ Existing Centers 
January 1, 1985 - December 30, 1985 



No. of 
Centers 
Evaluated 



134 



Goal - 122 

# Evaluated - 134 

134^122 = 110% 



% Goal 



No. of Follow 
Up Visits 







1/85 - 


7/85 - 




1/85 - 


7/85 - 


District 


6/85 


12/85 




6/85 


12/85 


I 


8 


2 


9 


\58% 




1 


II 


15 


6 


7 


87% 


1 


10 


iii 


16 




26 


163% 




2 


IV 


12 


22 


3 


208% 


6 


3 


V 


29 


15 


2 


59% 


10 


12 


vi 


9 


i 


i 


22% 


1 




VII 


8 


2 


b 


25% 






VIII 


12 


14 


5 


158% 


5 


6 


IX 


13 


.2 


17 


146% 




7 


Totals 


122 


64 


70 


110% 


23 


41 



64 



No. of 
Nutritionist 
Evaluating 

i/85 - 7/85 - 
6/85 12/85 



2 
3 

7 

i 
i 
i 

11 

2 
28 



5 
5 
5 
5 
1 

i 

7 
6 
35 



CONCLUSIONS 



The project was successful in that deficiencies in 

nutritional quality of meals plariried and served were 
identified. Also, awareness of and adherence to nutri- 
tional care standards were increased by both child 
care providers and department staff responsible for 
licensure of the facilities. Since the goal set for new 
centers was not met, future plans v^ilj focus on 
evaluating all newly licensed facilities. Other goals 
include provision of menu planning arid food 
budgeting workshops and the trainirig of department 
staff and child care providers on the revised nutri- 
tional care standards. 

The project demonstrated that riUtritibnist 
evaiuaUons and consultations are of tremendous need 
in the majority of our child care facilities iri Mississippi. 
Further, it also demonstrated that through the 
cooperative effort of several existing divisions within 
the agency as well as the cooperative efforts at the 
district and local leve goal of providing better 
services to the citizens of the state can be achieved. 
As we strive to provide better services or to rriaintain 
existing services wjth ever decreasing resources^ this 
type of cooperariye team effort may be the key for 
which we have been searching. 




ic 
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54 
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ABSTRACT 



pproximately 2 years ago, the State of New 
Hampshire transferred child care licensing 
to the Division of Public Health Services at a 
time when there were conflicting opinions about how 
the child care licensing program should be ad- 
ministered, a serious shortage of day care, and a great 
deal of concern for the plight of children in Hcensed 
and unlicensed facilities. 

The transfer and centralization of child care 
licensing was conceived by a legislative committee 
which was authorized by state law to conduct manage- 
ment reviews of state functions and make a report of 
findings and recommendatibhs. Shortly following the 
publication of the committee's repiort, legislation was 
enacted authorizing the Commissioner of the Depart- 
ment of Health and Welfare to implement the transfer 
An implementation plan was created by an interdepart- 
rnerital cbmrnittee and the child care licensing bureau 
was officially centralized in the Division of Public 
Health Services on October 1, 1983. 

One of the immedi.; ? tasks facing the nev^ bureau 
was revising public criticism and alleviating apprehen- 
sions as well as correcting a number of poor opera- 
tional practices, 

Placing child care licensing in the Division of 
Public Health Services proved to be a positive 
influence in gaining the trust and support of the 
child care facilities arid public Consolidating the child 
care liceiisirig prdgrarri in a central location was a 
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critical factor in establishing and maintaining a suc- 
cessful program: 

We believe New Hampshire's child care licensing 
program has been significantly improved primarily 
because of centralization in the Division of Public 
Health Services^ It Is hoped that the New Hampshire 
model will serve as ^ guide to those^ho are also en- 
countering similar licensing problems. 

INTRODUCTION ~ 

On October 1 , 1983, the resporlsibility for licens- 
ing of child day care facilities and residential child care 
facilities in New Hampshire was transferred to the Divi- 
siqn_of Public Health Services. A new bureau was 
formed— the Bureau of Child Care Standards arid 
fcicensing. The responsibility of this bureau is to 
license approxiniately 540 fiamily day care and fami- 
ly group day care homes; 500 group day care centers 
(including kinder^rtens, nursery schools, after-school 
care, and night-care facilities); and 25 resideritial 
fecilities for children. These facilities provide child 
care services to a primarily rural population of 920,610 
residents among which are 65 ,512 preschool children 
and 35 ,186 one-parem families. 

This bureau is one of four bureaus within the 
O.'fice of Health Protection. The others are Health 
PrDmotion, Health Facilities Administration and 
Emergency Medical Services. 

The Bureau of Child Care Standards and Licens- 
ing is staffed with a bureau chief, licensing supervisor, 
eight licensing specialists, an administrative 



secre^ryifeupervisor ':nd rwo secretary-typists. Licens- 
ing specialists^ are assigned to regional areas and are 
provided TV ith an office central to their regional assign- 
rhents: All hcensing specialists report by nhone to the 
state cenri-a^ office (the Bureau) daily for messages, 
investigation assignments, and to identify changes 
they wish to make to their work schedule. Licensing 
specialists are assigned to geographic work boun- 
daries, however boundarie^^ may be changed to 
equalize workload. Licerising specialists responsibility 
and assignments are limited to investigating licensing 
complaints, monitoring licensed child care facilities 
and licensing app[ications. 

Office secreianes are responsible for all other 
administrative functions including data entries, 
responding ro inquiries, intake of complaints and 
request for licensing appjications, maintenance of 
the licensing records and production of manage- 
ment reports. 

The average workload per licensing soecialist is 
approximately 120 licensed facilities. In" addition, 
licensingspecialists average three to four investigations 
per month and monitor licensed facilities at least tv^^o 
times in a two year period, one of which must be 
unannounced. 

Child facility licensing records are maintained in 
the state central office: Licensing specialists do not 
remove the licensing record from the office and are 
provided with a Hcensing working record and a 
number of computer-generated management reports 
to assist them in scheduling and controlling their 
workload. 

Prior to the licensing responsibijity transfer, child 
care licensing was organized according to county lines 
arid adrninistered in twelve offices by twelve Social 
Service Supervisors. The range of licensed fecilities for 
which these supervisors were responsible fluctuated 
fi ;jrn a low of 22 to a high of 200: 

Most of the licensing specialists v^^ere responsible 
for many of the administrative functions sucli as the 
control of documents required for licensure, licens- 
ing intakes and consultation functions, and day care 
service authorization. Many of the licensing specialists 
wi re required to carry out social work responsibilities 
in addition to the licensing duties The licensing record 
was maintained in one of the twelve offices across 
the state and all licenses were issued from i state 
central office. 

This organizational structure led to many pro- 
blem situations which were prioritized and corrected 
by the new bureau. The following are two examples 
of such situations. 

i. A day care center with 180 children had been 
jicensed frpm January of 1974 through October of 
1982. In 1982 several long-standing deficiencies were 
identified at this facility Among them were: The local 
health officer's report identified that cleaning and 
majntenance was inadequate,- no hot water, no soap, 
and no towels were available in the bathrooms; nutri- 
tional needs of the children were hot being met; arid 
there \ras poison ivy in the play area. The fire chief 
identified many deficiericies, sUch as: No fire extin- 



guishers in the building, coriibustibie materials stored 
under the stairs, the furnace irdbni was not adequate- 
ly protected from fire, and battery operated smoke 
detectoS were being used. There was no fence around 
tlie outside play area as required. A site visit report had 
not addressed any of these issues; however a renewal 
of the license was never done. The facility continued 
to operate without making corrections to these 
dangerous conditions and without a license through 
October of 1983 . By December of 1983, these condi- 
tions had been corrected. 

2, A licerised family day care provider was iden- 
tified as a perpetrator of child abuse in 1982. A child 
in this home had sustained bruises under her chin and 
very large bruises over her right buttock and lower 
back^ The provider denied any knowledge of the 
bruises when questioned by the police, but later when 
the provider's husband turned over a statement to the 
police that he had "spanked" the child, the provider 
admitted to witnessing the whole thing. 



STEPS OF IMPLEMENTATION/PROBLEM 
fBENTIFIGATIQN 



A Sunset Committee was established by the 
legislature to review the functiori of state agencies in 
New Hampshire. A report, which identified several 
areas for change to be of benefit to the ckizens of the 
State of New Hampshire, was developed by the Sunset 
Committee in April of 1983 and trarismitted to the 
Commissiorier of the Department of Health and 
Welfare. The report recpgnized the lack of procedures 
for checking the police and child abuse records and 
character of pieople who applied for a child care fecility 
license, Checking of applicants w^s limited to sending 
a fdrrri letter to three references provided by the appli- 
cants themselves. 

The report included many other recommerida- 
tions. One of these was the transfer of the child care 
licensing function including personnel, records, and 
funding to the Division of Public Health Services, it 
was also suggested that a new central office be set up 
and headed by a bureau chief with expertise in child 
development and rule writing procedures. In response 
to these '•ecommendations, the legislature passed a 
bill, which included the provision that the rules and 
regulations for child care licensing be revised by 
April 1, 1984, transferring_the licensing of child care 
to the Division of Public Health Services. 
A committee made up of staff from the Depart- 
ment of Health and Welfare arid the Division of Public 
Health Services began by reviewing workload stand- 
ards, the number of licerised facilities, and number of 
staff involved in licensirig activities. They also 
evaluated possible structures to deal with the specific 
categories of care to be transferred. By combining this 
iriformation, they agreed to an organizatiorial staicture 
whjlch would include a bureau chief u temporary con- 
sultant, an^ administrative assistant, wo supervisors, 
seven licerising specialist^ id tw( - ccretaries. They 
further negotiated a mernuianclui i \ < >f agreerherit that 
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led to the transfer of nine experienced licensing 
specialists and fiinding for supportive and administra- 
tive positions to the new organi^tion; This transfer 
officially toqkeffect on October i, 1083: 

In Septernber; 1983, a bureau chief was hired 
to coordinate the transfer and manage the Bureau: 
Initially this task included: 

/ . Arranging for office locations for thie nine person- 
nel v^hb would be transferred. 

2. Hiring of additional administrative personnel. 

3 . Arranging for the transfer of forrns and equipment. 

4. Hiring of a consultant to coordinate the revision 
of the rules and regulations. 

5 . Beginning implementation of a computer system 
for child care licensing. 

5. Setting up a system for the review of trans- 
ferred records. 

7. Setting up an orientation program for the trans- 
ferred staff. 

Approximately 1500 records were transferred 
from 12 district offices to the Bureau's central office 
in Concord. These records were individually reviewed 
by the licensing specialists who were provided wiiii 
a review checklist. This review process took approx^ 
imately two weeks and included caseload debrie: ig 
by staff of the 12 districts. 

A consultant was liired who was charged with set- 
ting up_corhrnittees comprised of reprejentatives of 
Family Day Care, Group Day Care, Day Care Nursery, 
and Group Home and Institution providers, legislators, 
and policy development experts to draft proposed 
revisions to the existing child care regulations. The 
consultant was the coordinator between Ihe Bureau 
and the Day Care Advisory Committee and served as 
the chairperson of each sub-cornmittee that was 
formed. The sUb-cdrnmittees rnet over a period of 
three months developing the proposed revisions of 
their assigned sections of the rules and regulations. 
The revised rules were adopted in April c.f 1984. 

A managemeiit control system was started by 
compiling a mas^^er list of all licensed child care 
facilities with their license expiration dates, and a 
plan was developed to work on problems such as cor- 
recting incomplete records, license errors, and in- 
consistencies, and eliminating the backlog of 
expired licenses. 

More than 50 percent of the child care licensing 
records were incomplete. A4issing information includ- 
ed fire and health approvals, physicals, references, ap- 
plications, etc. In many instances facilities were told 
by the licensing specialist to submit the forms, but in 
the interim, licenses or permits were issued. Approx- 
imately 150 records were missing altogether Much of 
the information that was in the records was out of date, 
up to ten or more years old and irrelevant. Facilities 
which had been operating for many years sometimes 
had several foldei^ of outdated or irrelevant informa- 
tion which needed to be discarded or sent to archives. 

A review of the licenses issued revealed many 
errors and inconsistencies. This w^s due to the decen- - 



tralized sysrem of thepreyious agency which allowed 
the j2 different supervisory situations to interpret the 
licensing ia^ regulations, and policies indepehdently. 
Therefore, there was little equity and cdrisistehcy In 
many cases; licensing or mdnltbrihg visits were never 
conducted before a license was issued; Facilities were 
seldorn notified of results of rrioriitorihg visits and 
there was hd evidence in the records of a reiquest for 
a plan by the facilities for correcting problems. 

Over 200 licenses had expired and had never 
been renewed. 

There were often long delays in processing appli- 
cations due to a previsit licensing system for respdhd: 
ing to inquiries. Persbnsmaking inquiries were visited 
by the licensing specialist who provided forms and 
explanations of the licensing procedures. When 
the person submitted an application, _a_ return visit 
was necessary to inspect the facility. If the person 
nevei :>ubmitted an application, or did not com- 
piece the application process, unnecessary visits had 
been conducted. 

Variances granted or denied were difficult to iden- 
tify because there was ho uniforrh system for granting 
arid recording. Sbrrie variances were authorized verb- 
ally by licensing specialists, and others were approved 
by the state office. This allowed incdrisistericies in the 
variances which were granted arid deriied. The fact 
that too mariy variances were being granted was cir- 
cumventirig minimum staridards and jeopardizing the 
health arid safety of children iri licensed facilities. 

Complaints were often not well-docUrrierited in 
the licerisirig files. Often the irivestigation report was 
placed into the protective service record or a client 
record which was separate from the licensing record. 
There was rio policy regarding notification to the com- 
plainant informing therii of the results of an investiga- 
tion. According to one of the transferred licensing 
specialists, in her six years of iicensing experience, she 
had only received three licensing related complaints. 
This was incorisisterit with the number of complaints 
received following the transfer of the licensing func- 
tion to the Division of Public Health Services where 
an average of 30 complaints statewide are received 
per month. 

There also were no enforcement provisions in 
regard to unlicensed facilities. The process for 
enforcement of the licensing law regarding unlicensed 
facilities was : ) provide an application package and 
request that they become licensed. In many instances, 
these facilities did not obtain a license and were per- 
mitted to continue to operate. An example of this prob- 
lem concerns a complaint that had been received and 
investigated in 1982 of a facili ty providing care to J2 
children. This facility was given an application form, 
and requested to become licensed. In October of 
1983, the Division of Public Health Services also 
received a complaint that this facUity was operating 
as an unlicensed facility: Upon investigation it was 
discovered that the facUity had not applied the 
previous year because of problems obtaining zoning, 
hep'th, and fire approval; however, the facility had 
con .nued to provide ^are^ to 12 children: This facili- 
ty was prohibited from operating until it eventually 
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became licensed. 

Because of the delay in establishing the central 
registry file on perpetrator, the Bureau was unable to 
issue a license during its first four months of operation. 
Once the registry was up and running it was found that 
many of the names in the file should never have been 
there. One such example concerns a male who held 
a job at a residential facility. When a central registry 
check was rnade, his name came up as a conflrrried 
match for child nejglect. Based on this information, the 
Division of Public Health Services [nformed'the 
residential facility of his record and, under threat of 
revocation of their license, requested that the facility 
provide a plan for correction within 24 hours. The 
plan of correction provided by the residential facili- 
ty was to dismiss this male from their employ. The 
employee appealed the case. During the appeal pro- 
cess, the facts ()f record were revealed. The employee's 
house hud burned, all of his possessions had been lost, 
and his child had been sent to school in second-hand 
clothes. This resulted in the employee being reported 
for child neglect. Thescci?l worker who investigated 
the report entered a founded determination on 
the record. The employee won the appeal, and his job 
was reinstated. 

PROBLEMS OF IMPLEMENTATION AND 
— HOW THEY WERE ADDRESSED 

The major implementation problem facing the 
new bureau was ^he large number of corrective 
measures needed and the massive volume of work re- 
quired from a small number of staff. A little over two 
years have elapsed since the Bureau's inception and 
corrective efforts are continuing. During these first 
two years, the Bureau has made operational changes 
which address the problems, including the following: 

/. A uniform filing s)^tem for all of the records has 
been established and implemented. 

2. All facilities with expired licenses have been 
inspected and relicensed or closed. 

3 . A centralized system for new applicants has been 
set up. This administrative function, which was 
previously done by licensing specialists individual! v, 
is now done in the Bureau by secretarial staff. It 
includes processing an intake form with key qiiestioris 
for potential applicants, as well as training the secre- 
tarial staff to respond to questions regarding the licens- 
ing requirements and application process. 

4. A consolidated licensing process has been 
developed for applicants. The process includes: (a) giv- 
ing the applicant responsibility for arranging for health 
and fire safety appro\^ls; (b) a form for all facility types 
which consolidates four different appiications; (c) a 
current copy of the applicable rules and regulations 
for new licants; (d) a_ form on which the applicant 
recordh required information on all persons who 
would have contact with the children; (e) a cover 
letter explainirig the licensing process and forms; (f) 
a supply of forms for personal physicals, child physi- 
cals; and (g) registration and emergency information 
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forms for children; 

5. Following the application process ;md a site visit 
by the licensing specialist, the applicant is issued a 
6 month permit to begin operation. Prior to the end 
of the six month period, the licensing specialist 
conducts another site visit to determine compliance 
with programmatic requirements. Included with 
the permit are suggested sample forms and informa- 
tional documents to assist the facility in ii< day to 
day operation, 

6. A system has been established that requires 
documentation of results of licensing visits and a 
response or plan of correction from the facilities for 
licensing deficiencies identified during the licensing 
and monitoring visits. 

7. A goal has been set to conduct a minimum of one 
licensing visit, arid one announced and one un- 
announced monitoririg visit for each facility during the 
two year licensing period. Controls have been in- 
stituted to assist licensing .specialists in scheduling 
visits and to monitor progress in meeting the goal. 
^. A computerized control svstcm has been 
esuiblishcd. This includes .scheduling of licensing and 
monitoring visits; control of overdue licenses, 
variances, and complaints; as well as results of licens- 
ing and monitoring visits. 

5>. Forms have been updated, consolidated, 
and revLscd to assure consistency' of information in the 
records; to makc^ them easier ro complete and 
review; and to reduce the paperwork required for 
an application; 

10. A system has been esuiblished for checking the 
criminal and child abuse/neglect records of all persons 
who have contact with children in licensed facilities. 
The Bureau has an agreement with the state joolice and 
the Division of Wejfare to check for these records. A 
procedure hits beenjmplemented for the facilities, as 
part of the licensing and relicensing process, to sub- 
mit the names and date of birth for each person who 
would have contact wjth the day care children. This 
information is then copied and sent to the state police 
for a criminal records check and to the Division of 
Welfare for a chila abuse/neglect check, 

11. A requirement has been established stating that 
rio facility shall be issued a license until criminal and 
child abuse records have been checked arid all people 
who will have contact with the children are cleared. 
Those individuals who are matched iri either the 
police or abuse checks are investigated, A procedure 
has been established for investigating ^md dcxumeni- 
ing these cases. Facilities are required tc) call in the 
names and dates of birth of any new staff hired dur- 
irig the licensing period. 

12. Asystem has been established to re\'ie\\- the work 
of the licensing specialists to assure consistency iri the 
application of the regulations and the licensirig pro- 
cess. A checklist has been developed for conducting 
rrioriitdring and licensing visits. Training has been pro- 
vided on how to write deficiencies, and the licensing 
supervisor and administrative assistant review each 



deficiency report. Inconsistencies ahd/oir inaccuracies 
are brought to thie attention of the licensing specialist 
for correction. 

13 ' A system has been established to review 
variances, this places more responsibility dri the 
facilities to justify the need for variances, arid to allow 
for parents of chiidren who are effected by the 
variance to be informed of the request, the variance 
review system has been designed to reduce risks to 
chiidren in day care. 

14 . Criteria has been deveioped to assist the BUreaii 
in the determination of denial or approval of variances. 
The internal variance review process consists of a 
review of and recommendation for the variance ire- 
guest by the licensing .specialist and the licensing 
supervisor, and a review and decision by the bureau 
chief. Following a decision by the bureau chief, the ad- 
mmistrati%^e assistant checks for consistency in 
langujige and reasons for approval or denial with prior 
variances issued or denied. 

i5^An intake form has been deveioped to receive 
complamts and a manual complaint log has been 
established: A policy has been developed s<-tting time 
limits for investi^tion of complaints. A control system 
to monitor this policy has been established. 

i B. The Bureau iias deveioped a complaint investiga- 
tion handbook whicli includes detailed procedures 
and guidelines for receiving, planning, investigating, 
evaluating, and documenting a complaint. 

17. to assure that compiete and timely investi^tions 
are conducted and appropriate determinations are 
made, investigation Reports and determinations are 
reviewed by the licensing supervisor and tlie admin- 
istrative assistant. 

18. A procedure for investigating and dealing with 
unlicensed child care faciUties lias been estabiislied. 
A certified letter is sent to tlie unJ[censed fecijity order- 
ing them to stop operating witliin 24 fioure of receipt. 
FoUowup visits are conducted to assure compliance 
with the order within a week of the date that the facili- 
ty recf=^ives the letter. In instances where the focility 
does not abide by the order of closure, tlie matter is 
referred to the Attorney (Seneral's office for action: 
When the 24 hours' notice to cease operating ^s fiSt 
instituted, many people felt it was excessive; however^ 
in some instances the health and safety of cliiidren are 
in jeopardy. As an example, an elderly w^oman wfiose 
small home appeared to be packed with children was 
asked how many youngsters there were: She told the 
licensing specialist, *i don't rightly know, let's set 
everyone down and count them. " there were 22 
children present with only one provider: this was a 
very serious violation of the licensing jaw and was ex- 
plained to the woman. She was sent the certified let- 
ter ordering her to close within 24 hours of receipt. 
At the followup visit it was deteriiiined that she had 
ceased caring fur children in her home. 

19. A checklist has been dev« iv^ped for the local 
health officers to use to make their inspection, this 
checklist assists the individual tov^ n and city health 
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officers in uriifo:rmly applying tjie health codes: A 
supply of forms for making their inspections ha.s been 
sSerit to each health officer. 

2 0 An cooperation wMth the siiite fire marshal's office, 
a consolidated list of fire requirements has been 
devieloped for new applicants for a child care license. 
In addition, a new fire approval form for local fire 
chiefs has beeri developed and a supply is provided. 

21. A regiorial training prpgrarii has been im- 
plemented to provide free training opportunities for 
facilities thrbughdut the state. This program has 
included training iri discipline, safety, and recognizing 
special needs children in day care. Also, the Bureau 
has assisted in offering a statevc^ide conference on 
health in the day care setting, which i.s now to be an 
annual event. 

22. A working fiie separate from the facility irecord 
has been created and a checklist attached to it to make 
sure that required documentation is in the Bureau 
prior to conducting a licensing visit 

2 3 . A procedure has been established for lie ^se visits 
to facilities with 50 or more children requiring that two 
licensing specialists conduct the visit together This is 
done because in the larger facilities there is more 
paperwork to review and more children to observe. 
It also provides an opportunity for licensing staff to 
learn from each other and helps assure consistency in 
the reviews. 

2 4^A peer review process has been established to 
monitor consistency in interpretation and application 
of the standards, and to assure quality reviews are 
being conducted by the licensing specialists. 

2 5. With the cooperation of the New Hampshire 
Day Care Advjsqry Committee, subcommittees have 
been established tc2 advjse and assist the Bureau in 
de%^eioping standards and policy^ regarding health and 
injury prevention, survey procedures, and a Family 
Day Care Handbook. 

26^^The Bureau has developed a comprehensive 
employer supported day care informational packet 
which is available upon request. 



STRENGTHS OF PROGRAM 

Highly regarded among the major program 
strengths is the Management Information System. The 
compute^reports allow us to generate management 
tools such as: a list of rnonitoring visits due each 
mont^h; progress reports of the productivity of licens- 
ing speciaiists; work plan reports that allow us to pro- 
ject the workload for a yearly period; an updated 
master list of ali facilities which is sent to the public 
^P^J* request ; a report of violations cited at each 
licensing o^mqnitoring visit which is then used to 
compi[e compiiance hisjqry on each facility and assist 
the Bureau m developing future educational programs; 
a report of all complaints received; the results of com- 
plaint investigations, and a report of variances issued 
or denied. Thjs has gr^tly increased the ability of the 
Bureau to manage woricioads, acliieve consistency in 



its methods and to ppierate more efficiently 

By eliminating forms, streamlining the licensing 
process, and the consolidating the licensing and 
operating requirements, the time necessary to obtain 
a license has been reduced. The facility's ability to 
understand the licensing and monitoring process has 
also been improved. In fact thie Bureau has streamlined 
the licensing administrative process so much that an 
applicant may receive a license within one week after 
the completed applicatidn packajge is submitted. The 
process includes performing a police and abuse check, 
a site visit by a licensing specialist, providing a State- 
ment of Findings of the site visit to the applicant, and 
the issuance of a license. 

Since the program has become a part of the 
Division of Public Health Services, child care facilities 
have been viewed more favorably by the public, thus 
increasing public support of the licensing program. 

Since the facilities now have input, they have 
become involved in the licensing process and the 
development of standards. 

A poHcy of not comprdmising the child care facili- 
ty licensing standards has led to a respect of the pro- 
gram by parents^fecilities, volunteer and professional 
organizations, and federal, state, and local agencies. 

Administrative ftjnctions such as intake (both for 
licensing information and complaints), requests for 
forms and general questions regarding the licensing 
standards are handled by the secretarial staff in the cen- 
tral office anjj are no longer the responsibility of the 
iicensing specialists^ This allows the licensing 
specialists to devote maximum time to conducting 
complaint investigations and licensing and monitor- 
ing visits. 

The New Hampshire child care facility licensing 
program operates independently from any child plac- 
ing agency. This is a strength because the focus is on 
assuring safe and quality fecilities for children and 
parents, not operating as a crisis management system 
having to locate and license facilities in which to im- 
mediately place children. 
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The transfer of the licensing function has resulted 

in many positive changes which are of benefit to 
parents and children, as well as child care facilities. 
Many situations which were harmful or damaging to 
children have been identified and corrected. Some of 
the many situations that have been encountered and 
corrected are: 

• Unlicensed facilities caring for large numbers of 
children were stopped frorn operating. Many of 
these facilities were assisted in complying with the 
licensing law and becoming licensed for a safe 
number of children. 

Persons with previous records of sexually or 
physically abusing or neglecting children have been 
prevented from being employed in or operating a 
child care facility. 

Outside play areas which previously had access to 



gers such as heavily travelled roads, have been 
required to be fenced. 

• Guards around wood stoves and radiators in child 
play areas have been required. 

I^I^ STATISTIGS 



These statistics reflect the period October j, 1983 
December 31, 1985: 

Number of licensed child care facilities 
in NH _ 

Number of licensed day care slots . 22,396 

Number of complaint investigations 536 

Child care staff removed from employment 
d "- to child abuse records 

hacihty licenses revokedMeriied due to 
sexual abuse of children 
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Incidences of closure of unlicensed child 
care fecilities (80% of those went on to 
become licensed) 1 67 

Number of overdue licenses G 

Number of Licensing/Monitoring visits 
conducted 2,355 

Number of corrected licensing violations . . 8,200 

Since October 1, 1983, the Bureau has achieved 
the following: 

• Consolidated and clarified the standards 

Gonducted police and abuse/neglect records checks 
on all persons having contact with children in day 
care facilities 

Improved the number of monitoring visits in each 
two year licensing period from 12% of all facilities 
receiving 2 monitoring visits in 1983/1984 to 58% 
receiving 2 monitoring visits in 1984/1985. In 
1^84/1985 only 5% of the facilities lacked mon- 
itoring visits as compared to 48% during the 
1983/1984 period: 

Provided for consistent application of the licensing 
regulations 

Investigated child care facilities which were 
0[ rating in violation of the licensing law 

• Established a peer review process for licensing 
specialists 

Computerized the licensing records 

Developed a guideline to investigate and document 
complaints against licensed and unlicensed child 
care facilities 

• Developed a variance review process and criteria for 
approval or denial 

Established an employer supported day care packet 
to assist employers in understanding the pros and 
cons of the various ways to assist employees with 
day care 

• Developed facility training on health, safety, nutri- 
tion, and discipline 



• Provided up-dated lists of child care facilities to the | 
public and Information and Referral offices 

• Developed positive public relations for the child care 
facility licehsihg program 

We conciude that child care facility licensing is 
a program which should be separate from a user pro- 
gram in order to eliminate conflict created by one 
single program which licenses facilities and recruits 
placement fecilities. R<igulatory requirements are less 
likely to be overlooked when licensing is separate from 
the user agency. Most public health agencies have 
regulatory and programmatic experience in the Ijcens- 
ing of aduU fecilities, and much of this experience can 
be applied to child care facilities: 



EVALUATION 

The Bureau of Child Care Standards & Licensing 
has taken many positive steps to increase the efficiency 
and effectiveness of the chjjd care facility licens- 
ing program and has used many tools to evaluate 
this progress: 

One of these tools is the use of pie charts to 
measure progress in achieving the goal of two 
monitoring visits per facility per licensing period (see 
appendix): This chart helps to evaluate the efficiency 
of each licensing specialist within the Bureau and the 
Bureau as a whole. Progress has been a gradual, 
developmental process. A comparison of monitoring 
visits for licenses which expired in the first six months 
of calendar year 1985 with the first six months of 
cah'ndar year 1985 showed improvement in the licens- 
ing specialists' use of time to manage workloads 
according to established priority. 

Another tool used to manage workloads is a 
monthly productivity report combined with a year- 
ly report of anticipated monthly workload. This tool 
allows licensing specialists to plan work time so that 
they may shift visits to balance their workload. 
Management can also assign special duties in accord- 
ance with projected workload. 

A facility evaluation was conducted aimed at 
reviewing the day care regulations for appropriateness 
and effect (see appendix). This will aid in further revi- 
sions of the standards.. 

A facility survey of the licensing process was con- 
ducted to evaluate how licensing visits were being 
percei ved. The results were tallied (see appendix), giv- 
ing valuable feedback oh ways to improve the licens- 
ing visits, and confirming that the licensing specialists 
are regarded positively by the facilities. 

By use of a computer system, a listing of all the 
violations cited as a result of licensing and monitor- 
ing visits has been developed. This listing shows risks 
to children that have been identified and corrected 
over the jpast two years (see appendix). This listing has 
assisted the Bureau in determining inconsistencies in 
interpretations of licensing standards by licensing 
speciaiists and has helped identify areas of need for 
training of facilities. 

In cdnciusidil, we hope to continue to improve 



the licensing program and the process of evaluating 
its effectiveness. 



REGQMMENDAtlQN 

From the Bureau's experience of the past two 
years, the following are recommended for cdnsideir- 
ation by_ Public Health Agencies who are licens- 
ing child care, facilities or who will be assuming 
this responsibility: 

• Consolidate the administrative responsibility for 
licensing within one Unit. 

• Develop a system of checks and balances for review 
of the process to insure consistency, timeliness, 
accuracy, and quality. 

• Seek facility feedback. 

• Establish a computer system for licensing records. 

• Train staff in new procedures. 

• Remove licensing specialists from application 
activities. 

• Share productivity reports with licensing specialists 
on a monthly basis. 

• When receiving large numbers of transferred 
records, develop a retention and organizational 
policy for the records, review the transferred 
records, remove any material which is irrelevant or 
inappropriate, organize materials in the record 
according to the retention and organizational policy, 
identify missing information, and check for current 
and accurate licenses. Send a notice to fecilities iden- 
tifying missing information and ask for a response 
by a certain time in order to reconstruct records. 

• Evaluate the program often. 

• Review the number and type of forms required 
including tlie forrns to obtain a license: Try to con- 
solidate forms as much as possible to simplify the 
Hcensing process and therefore make it easier and 
quicker to obtain a license. 

• Require^the^cilities to keep documentation such as 
children's and staff physicals, children's registration 
forms and transcripts of educational requirements 
of staff at the facility for review by the licensing 
specialists at licensing and monitoring visits. 

• To avoid unnecessary work by licensing specialists, 
do not conduct licensing visits until all paperwork 
is in the office. 

• To avoid missing records, allow only working files 
to leave the office. 
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ABSTRACT 



ffi, he Baltimore Gity Health Department Divi- 
V sion of Ghilcl Day Gare is the unit responsi- 
8? ble for the licensing, overall regulatory 
supervision and the provbion of technical assistance 
and consultation to licensees and prospective 
operators of all day care centers and day nurseries in 
the City of Baltimore. The Division is a part of the 
Maternal and Child Health Services Section. As such, 
the provision of jauxillary health services to the day 
care centers, is of primary concern. 

When funding cuts eliminated the vision-hearing 
screening services performed by Health Department 
pereonnel, day care center staff were truined to use the 
audiometer and titmus machine and loane d this equip- 
ment in order to continue the screening component 
of the preventive health prograrh for preschool 
age children. 



INTRODUCTION 

Baitimore^affectionately known as "Charm City'* 
is one of the principal por^ cities in the Unked States 
and the largest metropolitan area in Maryland^ Approx- 
imately one half of the staters population resides in the 
Baltimore City area constituting a population of 
786,775 ranking the city iOth in population ^mong 
United States cities accoj-ding to the 1980 cen^^ 

tocated on the Patapsco River which connects it 
O ith the Chesapeake Ba^ an inlet of the Atlantic, Bai- 
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tirridre has one of the world's largest natural harbors, 
which facilitates the City's major economic resources: 
shipping, manufacturing industries and tourism. 

Radar and electrical equiprnent, steel, fabricated 
metal products, chemiicalSj machinery and food pro- 
ducts comprise the more than 2,000 industries in the 
metropolitan area, placing Baltimore as_dne of the 
largest industrial employers on the East Coast. 

Extensive, innovative urban renewal projects 
sponsored by both the public arid private sectors haye 
resulted in the city's irtcreasirig popularity. As a result, 
habitation within the City boundaries has iricreased, 
necessitating the expansion of existing urban services 
programs and/or creatiori of service oriertted facilities. 

Accordingly, cerisus tract dita compiled by 
various State agencies definitely establishes the ex- 
istence of a correlation between Baltimore's urban arid 
economic development, which encompasses in- 
dustrial growth, arid the demand for iricreased oUt-of- 
home care facilitators to accommodate the rapid 
growth of the workforce. 

In 1979 the median Maryland income for families 
with children under the age of eighteen was: 

$26,84 1 White, husband-wife 

524,937 Black, husband-wife 

'$ 1 1 ,099 White, female-headed household 

S 8,717 Black, female-headed household 

Maryland statistics for 1984, which are consistent 
with national data, show that 52 percent of women 
with children under 6 years and almost 50 percent 
with-chiidren under 3 years were working. During 
9 BQ 



1985 approximairly 64,603 children were in regulated 
child care settings. 

Single-parent (female headed) families represent 
18:7 percent of 559,011 Maryland families with 
children under the age of eighteen. 

A variety of regulated dut-djf^hdrne day care serv- 
ices are available in Baltimore City The largest group 
of child care providers is comprised of 1,000 registered 
family day care homes. Each providler rriay care for up 
to six children in his/her horrie. The second largest 
reguiated form of child care is the group day care 
center where seven or more children may be cared for 
during a fourteen hour period. There are approxirnate- 
ly 8,000 children attending the 184 licensed group day 
care centers and nursery schools in Baltimore. 

Howevei; it is overwhelmingly evident that the 
demand for child care far outstrips the current supply 
and availability of services. It is projected that by 1990 
at least half of all preschool children in Maryland will 
have parents in the labor force. 

The need for a range of child care services will 
not diminish, neither will the needs of those children 
in care. Both the public and private sectors have a 
responsibility to promote policies enabling parents to 
balance family and work responsibilities in ways that 
enhance the best interest of children. 
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The Mayor and City Council of Baltimore (the 

City of Baltimore) is a political subdivision and body 
corporate and politic cieated and existing under the 
Constitution and Laws of the State of Maryland, and 
is authorized to perform certain functjons pursuant to 
the Charter of Baltimore City Specifically Article II, 
Section 11 authorizes the City to: 

"Provide for the preservation of the health 
of all persons within the City;...'* 

Thc^Department of Health is an agency of the City 

of Baltimore established by city charter for tiie pur- 
pose of preservinjg the health of city inhabitants. The 
Baltimore City Health Department was established in 
1797 Sd is the oldest institutidn in the county tfet has 
provided continuous health services to its community 
The governance of the Department is set forth in Ar- 
ticle Vli, Section 47 of the Charter of Baltimore City 
as amended jhrough June 30, 1973 aridjn Article 11 
of the Baltimore City Code of 1983_ Replacement 
Volume. The governing officer is the Commissioner 
of Health who is appointed by the Mayor, subject to 
the approval of the City Council. Within the Commis- 
sioner's office are^incjuded the Health Policy Analysis 
and Public information functions and the liaison with 
the Department's \^rious advisory boards. 

_ The remainder of the Department is cdrriposed 
of an administrative section and operating sections. 
Five of the operation sections are under the supervi- 
sion of t^he Deputy Commissioner for Medical Serv- 
ices. These include: Environmental Section, Aging and 
Community Health Services, Children and Youth Serv- 
^•'^^s, Clinical Services, and Maternal and Infant Serv- 



ices. Mental Health, Mental Retardation and Addiction 
Services, as well as Administrative Services are under 
the supervisidri of the Deputy Commissioner for 
Administration, School Health and Preschool Health 
programs are divisions/units within the Maternal and 
Child Health Section, 

The School Health program brings together all 

Department of Health activities v/hich provide health 
care to students in the Baltimore City Public School 
System. School health services for students are airned 
aj detecting health problems which may affect learn- 
ing. With early intervention, the impact of health 
probjems on the learning process may be prevented 
or diminished. Activities of the program include health 
services, health education arid the maintenance of a 
healthy school environment. More specifically vision 
and hearing screenings, immunizations, social and 
school services and services to handicapped children, 
and EPSDT comprehensive health clinics in seven 
secondary schools. School health services provide the 
opportunity for many children who do not have 
primary care providers to receive health assessment 
and heaith care. The program avoids duplication and 
fraigmentation of health care to the school-aged child 
by acting as coordinating unit for the child's total 
health program. 

Funds for this program are obtained from general 
revenue of the City and from the State Department of 
Health and Mental Hygiene. 

Preschool Health Services are funded from gen- 
eral revenue of t he Ci ty and by various State grants and 
include comprchensive health services (preventive 
health care, immunizations, treatment of illnesses, den- 
tal care and referraj ^ necessary), U.S.D.A. Child Care 
Food Program administration for family day care pro- 
viders, W.i.C. supplemental food prG^:ram3 Childhood 
Lead Poisoning Prevention, Child Day Care Center 
L sensing and High Risk Infant Follow-up Program. 
\n Maryland the statutory authority for licensing 
o • !o child day care centers has been delegated to 
;rr>-rtmenr of Healthy The first rules arid regula- 
yoverning the operation and conduct of day 
• v:ieb the :ne were adopted by the Baltiniore 
• -nmissionc of Health on October 25, 1934, in 
v-:ct -vith e provisions of Ordinance 270. 
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ARTICLE 12 
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Seaion 1 Day Nursery is defined to be any in- 
stitution, estiibiishment, or place in which are received 
ai one time o f;:) or m(>re children not of common 
parentage, for nporary guardianship and nurserv 
care, aparr/romj heir parents or guardians, whether 
tor compensation, reward or otherwise,, during that 
portion of the day or night in which their parents or 
guardians are engaged in other pursuits and occupa- 
tions than attending to and caring for such children. 

5aar/on^.^o person or persons or corporation 
shaU conduct^maintain or operate, in Baltirriore City 
either as owner lessee or agent, ariy day nursery 
without haying first qbQined a license therefore from 
^he Gomrnissioner of Health, authorizirig him, therh 



or It to do SO: All such licenses shall be for the period 
of one year, and the charge of such Hcerise issued to 
any such institutib i shall be One Dollar ($i 6Q) and for 
the renewal of said license from time to time the 
charge shall be One Ddllar(Sl.OO) per annum. 

Section 3' The Gommissioner of Health is hereby 
authorized and empowered to make, iaddpt and en- 
force rules and regulations for the operation and con- 
duct of said Day Nurseries and said Commissioner of 
Health shall, from time to time, inspect said Day 
Nurseries and require them to be kept in a proper 
sanitary condition J 

Because of health hazards resulting from com- 
municable diseases prevalent in children under six 
years of age, the rules and regulations governing day 
nurseries were also held to apply to any nursery 
school, kindeigarten day care center or similar institu- 
tion serving children under six years of age. 

Maryland State later adopted Article 43A0i 
REGULATIONS GOVERNING GROUP DAY GARE 
FOR CHILDREN on August 24, 1956, which became 
effective October 1, 1956. Baltimore City regula- 
tions have been amended six times since their initial 
adoption and Maryland State regulations amended 
five times. 

Additionally, the Baltimore City Health Depart- 
ment has also been responsible for the licensing of the 
Family Day Care Homes,^ i.e. where care is provided 
to not more than four children in Jieu of parental care. 

With the establishment of the Family Day Care 
Licensing Act in 1966, licenisingadrninistration of fami- 
ly day care homes was transferred from the Comniij- 
sion of Health to the Director of the Baltimore City 
Department of Public Welfare, how the Baltimore City 
Departrhent o/Social Services. Before the issuance of 
an initial family day care license and annually 
thereafter, written approval of health and sanitary 
prerequisites based upon on 3ite inspections is fur- 
nished lb the Department of Social Services by the 
Health Department. 

The Division of Child Day Care is comprised of 
eight full tirne staff ihcluding^four child development 
specialistSi Divisibn Chief, Division Assistant Chief, 
and two Child Day Care Center Inspectors.. Th-: 
remaining positions are a Senior Comm ioity Health 
N Jrse, Day Care Nurse Cf^Oi din*.; >r. a He-ilth Aide_and 
a support staff person. Three San." rians che Divi- 
sion of Iristitutidnal Facilities b; he Erv ironmental 
Health Section perform the env; onmentitl iiispec- 
tions, A registered nutritionist withir . :he M;U\fi : yA i*nd 
Child Health Services provides pre-Iiccnsingconsnlta- 
tidn to prospective operators, co^suii?t:»"/n 
licensees, workshops to day care c-^T ^cr persv-'^nf;! 
and/or parents, and investigates cc Pi :rts ro 
the nutrition regUlatibris. 

An effective licensing prbgfan: nr^t in-'y , 
regulations by supervising the faciiirJes or:..* . ^-r ^ 
ing conformance with standards, bMii • : • 
consuitatioil and technical assistance <* y p v\;i>Cv r!\ . 
operators and licensees. This may be av*c<;n 'C ;shc j 

^Baltimore O'ty^ drdihance ■^'^0fl9J2j, Art. 12, 
,j Sec t'2. 
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through a variety of methods: 

individual (ohe-oh-6he) consultation 

On-site evaluations and prescriptive 
remediation 

Group workshops and presentations 

Newsletters and topical bulletins 

Audio-visual presentations 

With this in mind, in-ser\ice workshops on 
various health related topics have been sponsored and 
instructed by staff of the Division of Child Day Care: 
The subject area is determined by needs expressed by 
the licensee and/or operators, by the volurne of 
documented non-conformity areas contained in the 
licensing inspection reports, and as mandated by 
regulation. These workshops have included some of 
the following topics: 

• Basic Red Cross First Aid 

• Nutrition — Food Planning and Buying for 

the Preschool Day Care Program 

— Snack Ideas 

— Basic Principles of Nutrition 

• The Child Care Center^s Role in Prevention 
and Detection of Child Abuse 

• New Director's Workshop 

• Money Saving Ideas — Fuel, Nutrition, 
Equipment/Donations 

• Vision— Hearing Screen Training 

As apart of the Maternal and Child Health Serv- 
ices, the_Division of Child Day Care is the unit of the 
Health Department responsible for licensinj^ and 
overall regulatory supervision of all day care centers 
in the City of Baltimore, As such, it is concerned with 
and has respbrisibility for prbvidinjg auxiliary health 
services to the day care center population. We support 
Dorojhy Boguslawski's statement: 

Ti z well-being of the child can be assured 
only if his total state of health is kriown,^ 
evaluated and improved. Parents are, of 
course, the ones who have the long range, 
continuing responsibility bf their child's 
medical care. Hbwever when the day care 
center enver5 i.ito partnership with a parent 
for care of ihe child, the center shares 
responsibility not oriiy for maintaining the 
chilf''^ health bot also prbrribting it.^ 
The Division of Child Day Care, as the licensing 
ar-cnt, provides the care centers with resources 
a:^c r»*aining to accor plish this. Vision and hearing 
scrct .nings are now performed by day care center staff 
^i- : Health Departmei : t equipment as a result of an 
on-g :>lnp training progn:?a .'istttuted by the Division: 
Prior . . 198h day rare and ^ay nursery children re- 
ceded vision ana hearing ;creenings through the 

' voroWy beers Bogusimvskt Gindefor £stablfshmg and 
Op^/rr^ting Day Care Centers for Young Children 
M>W' }brk: Child Welfare League of America. Inc, 1966), 
p. 65,_ 



School Health-Hcarihg and Vision Services Program 
or the_Marylarid Society for the Prevention of Blind- 
ness. Due to reduced funding levels, Health Depart- 
rrierit screening personnel were exclusively limited in 
provision ol service to the mandated school age 
population. The Division received numerous Inquiries 
about continuing the screenings citing the value of 
early detection in preventing problems and identify- 
ing pieirhaps heretofore undiagnosed impairments. The 
delivery of those needed health services to all children 
in the City of Baltimore remains o^ar prim^ goal. This 
goal was accomplished and continues to be realized 
by innovative and energetic management and admin- 
istrative support. 

The regulatory responsibilities in licensing of 
child day care centers has always been a team effort. 
Encouraged by the Assistant Commissioner for Mater- 
nal and Child Health Services, the Audiologist of the 
Vision and Hearinjg Screening Program and the Chief 
of the Division collaborated to determine how best to 
utilize our limited resources and manpower The l65 
licensed day care centers and day nurseries (full day 
and part-day programs respectively enrolling 6,500 
children) were initially polled by questionnaire to 
determine their interest in continuing this service and 
their willingness to have staff released to be trained to 
provide the service. We hypothesized that testing by 
center staff with whom the children were familiar 
would possibly result in increased accuracy of results 
and numbers of children tested. The response was 
overwhelmingly supportive. An example follows. 



ATTACHMENT I 



Dear Director: 

I mn sure you are aware of the iimitations placed 
on funds and personnel ivbich had served as 
resources to your day care center/nursery^ in the past. 

As a result of these shortages, we are initiating 
a self-help screeni?7g effort fnst?^ction in vision 
and bearing screeni?7g techniques is being pla?7ned 
by the Division of €hiid Day Care's Day Care 
Nurse coordi?7ator and the Hearing and Vision Serv- 
ices Program. 

All interested perso7i7iel are nsked to please C077- 
tdct the Child Day Care Division office at 396-4465 

by -- ~ in order that vje 77iay 

77iake definite arra7Tge777 e77ts. 

Took forward to your pixrt icipa tio77. 
Sincerely 

Brenda B. Coakley Chief 
Division of Child Day Care 

A training site easily accessible by public transpor- 
tation, within the child care community with adequate 
Space for lecture and demonstration was selected from 
the licensed child care centers. Due to the number of 
respondents, it v^as . necessary to limit workshop 
enrollrnent and schedule several other workshops to 
insure a positive learning experience and opportunity 



g^*"^*- individual piracticum. Following our team 



appfbach, the Day Care Nurse Coordinator and 
Audiologist cb-iiistructed the course: The Day Care 
Nurse Codrdinatpr, a senior community health nurse, 
had performed this service and follow-up to children 
visiting the well-baby clinics arid jDublic school 
children. She is also the primary Baltimdre City Health 
Department resource to the Marylarid School for the 
Blind and Gateway Preschool (hearing arid speech 
ageno/) early childhood programs; and she teaches the 
basic first aid cburse(s) to day care center personnel: 
The Audiologist had rnaintained an ongoing profes- 
sional interest in the day nursery/preschool populatiori 
and possessed the knowledge, skills and technical 
expertise to perform the screenings. 

In the first year of the training, 65 staff members 
of 36 day care centers were trained to use the titmus 
machine, fly chart and jDure tone audiometer In four 
workshops. These centers/nurseries represented a 
cross section of dperatiorial types. However, the ma- 
jority were non-profit centers. These non-profit pro- 
grams were operated by community organizations, 
city agencies, church affiliates, the local community 
college and university, the Housing Authority of 
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Baltimbre Gity, Inc., Head Start and a miajor medical 
institution. This participation by a high percentage of 
non-profit programs is reflective of the overall distribu- 
tion of operations in the city. . _ . 

Each workshop was conducted for three and one 
half hdurs^ including a practice tirhe. Because the trairi- 
irig was offered, in a child care center, the atmosphere 
was. less fdrrriai than in ah actual classroom, making 
the learning situation more comfortable and leiiding 
itself to individualized instruction as heeded, 65 staff 
members from 36 centers were trained; of those, 13 
centers actually ^requested the equipment and 
screened their children for possible vision and h ar- 
ihg problerris. All persons requesting the equipment 
were observed by the Division Nurse or Audiologist 
in a testing situation to insure accuracy of screening 
techniique arid test results. 

In an effort to obtain data to support the program, 
determine its effectiveness and provide referral, the 
participating centers were requested to furnish the 
Division with a summary of screening results, a copy 
of which follows. 



''WE'RE IN YOUR NEiGHBORHOOD'' 

i9S2 

Bear Director, 

We are pleased that you have participated in our 
self-help screehing effort, and have screened the 
children enrolled in your center for hearing and 
vision problems. We are interested in obtaining infor- 
mation that will enable us to ascertai?? the benefit and 
effectiveness of this program. 

Therefore, we are requesting ihat you com- 
plete the form below and return it when you return 
the equipment. 

We will be contacting you in several months to 
obtain information on thefollowup of children who 
did not pass a screening. 

If you have any questions, please feel free to call 
Judith Young at 596-4465- 

Thank you. 

Sincerely 

Brenda_B. Coakley 

Chief, Division of Child Day Care 

Debra Sterlin;g 

Audiologist, Bureau of School Health 

Name of Center: Contact Person 

Address Persons(s) Screening 

Telephone: . 

Pate(s) of Screening: 

No. of children screened: Hearing Vision 

No. of children who did not pass a screening: 
Hearing Vision 

A total of 676 children received screenings (out 
of approjdmateiy 750 enrolled). Of those screened, 47 
weire positive hearing screenings and 32 were positive 
isiori screenings. Parents of these children w<|cei 



notified and advised to cdhtact the family health care 
provider for foUbw-up or further testing. 

The second year the child day care programs 
were polled again to determine the necessity of con- 
tinuing the training. Fifteen centers indicated .a desire 
to participate; five of which had originally par- 
ticipated. Seventeen individuals and an additional six 
Health Department staff completed the training dur- 
ing one workshop, session. 

During the third year, seven of the 15 day 
care centers with trained staff who were at the 
spring workshop requested the hearing arid vision 
equipmerit. Four centers returned the statistical 
data indicating: 

105 children receiving vision screening 
—26 not passing 

165 children receiving hearing screening 
— 19 not passing 

The equiprnent, on permanent loan to the Day 
Care Division from the Speech and Hearing Division, 
is continuously available for the day care centers to 
borrow for screening purposes. The availability of the 
equipment is periodically announced in the quarter- 
ly Division Newsletter and workshops are scheduled 
upon demand. 

The overall reception of this **self-l"ielp*' project 
was positive and continues to be utilized. However, 
lack of cooperation in obtaining data from the centers 
resulted in insufficient information for planning and 
projection purposes. The current method of collec- 
tion requires the data to be submitted when the equip- 
ment is returned. lacreasirig the participant's under- 
standing of the need and use of data gathering might 
be stressed in the workshops, thereby resulting in bet- 
ter data collection. 

Vital to such a program is the availability of equip- 
riient. Adequate quantities of equipment, which could 
reduce waitirig periods for the loan, would in effect 
keep interest in the service heightened. Related to the 
availability of equipmerit is a plari for mairiteriarice. 
The Day Care Nurse Coordinator was responsible for 
the initial check in of equipment for determiriing pro- 
per repair and furictioriing. However, callibration and 
cleariing arid repair, if necessary, were performed 
urider outside contract at another city Ibcation/ageri- 
cy. This delay can result in wainingiriterest, thereby 
excluding some children from a valuable preventive 
service. 

DespiLC these problems, the value to the children 
and day care centers is immeasurable, arid the cost ef- 
fectiveness of the project is obvious. Had the vision- 
hearirig testers perforrried screeriings of the same 
population^ the Department's cost would have been 
$1,486.46, including fririge beriefits. By training the 
day care center/day nursery staff tolj^rform the 
screeriings, the cost was reduced to $788.22 during 
the first year of the project (See Table I). Subsequent 
years* cost, for the project decreases even further 
because brily the riewly tirairied staff receive rrioriitdr- 
irig in the testing technique and use of equipmerit, and 
iniysi^rdsts to project preparation are eliminated. 



TABLE I 

Cost of Training Day Care Personnel 
to Perform Vision-Hearing Screening 



Instfucibf Prejjaratlon 

Prerimpiemeniaiioh 
.^Prl5shpps @ 

3 5 hours per 
Training instruction 

C4 Worlcshops 

®3:5 houirs per 

Tr35/el to 
Workshops (4) 
TVansp^prtation 
Cost @1.20 

Monitoring/Fdlldvv-up* • • 
On-site (per center) 
Sch ed u 1 [ng ofEq u ipme nt 
& Maintenance 



Nurse Audiolpgjst 
Hours @7.35* @8.45** Total 



22.05 



22:05 



3 


22,05 




.{J J 


14 


102.90 


1 18.50 


221.20 


2 


14.70 
4:80 


16.90 
4.80 


31.60 
9.60 


27 
3.5 


198.45 
25.72 


228.15 


426.60 
25.72 


4 


29.40 
420.08 


368. 1 5 


29.40 

78 8.2 2 _ 



Pn_-sjte (36 Centers) 

Nurse— 18 centers x 15 hours (at each center) = 27 hours. 
Audiologist— 18 centers x 1,5 hours (at each center) = 27. hours; 

•Cost figures involve victual salary, not including fringe benefits 
which would tot^: 18.5%. 

• •Note: This figure does not include equipment or replace- 
ment costs. 

•••Monitoring 



As a result of this project there is a cadre of tiairied 
day care personnel available to screen the child day 
care population. A total of 82 staff were trained, 920 
children were screened for vision acuity and muscle 
balance problems, and 970 children were screened foir 
hearing loss during the first three year period. If the 
goal of public health is the maintenance and impfoye- 
ment of the health of all the people by combining the 
sciences, our skills and bellefe, preventive medicine 
must then be our primary objective: 

In an era of apparent dwihcUihg resources, we as 
public heaJth professionals are challenged, perhaps as 
never be )re, to creatively use our existing resources, 
discover new and better ways to stretch dollars, yet 
continue to maximize service delivery to an ever 
increasing child care population. This pro[ect com- 
bined existing resources within the Health Depart- 
ment and community to provide a cost-effective 
needed preventive health service. Early detection of 
vision and/or hearing impairments is hot only 
beneficial to the child but to society and the commun- 
ity as well. A healthy, well developed child gro^ into 
an educated, productive, responsible citizen: Public 
health's contribution to this individual and society is 
revealed ir the child's readiness for school and success 
in school by virtue of preventive health programs. 
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-ABSTRACT- 



hen the Day Care Enrichment Pro- 
gram of the eity of Dallas established 
a parrricrshjp with the Dallas inde- 
pendent School District, the Dallas County Mental 
Health and Mental Retardation Genten and 35 other 
smaller agencies providing services to developmen- 
tally delayed children in Dallas Gounty, the program 
was able to increase its existing service delivery, it 
became capable of screening preschool children 
enrolled in day care centers for potentially handi- 
capping conditions including speech, development, 
vision, hearing and behavior problems. The partner- 
ship also improved the communication between agen- 
cies, decreased "turfism", and established a formal 
agency network. The Day Gare Enrichment Program 
also formed a partnership with the University of Te^cas 
Health Science Genter at E>allas' Southwestern Medical 
School to study Haemophilus influence type b infec- 
tions in day care settings. Sixty day care centers and. 
32 family day homes participated in the study. The 
alliance also established a consultation resource be- 
tween the two agencies and helped to initiate an on- 
site Rifampin chemoprophylaxis treatment program 
in day care centers. 
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BUILDING PARTNERSHIPS IN THE 
PROFESSIONAL COMMUNITY 

Located in northeastern Texas, the large 
metropolitan city of Dallas has a population that has 
grown from 904,678 in 1980 to an estimated 983,851 
in 1985. Dallas is perceived locally as being part of the 
"Metroplex*— a large geographical area that includes 
Fort Worth and the smaller surrounding municipali- 
ties. According to the 1980 census data, 1,404,104 
children living in Texas were under the age of six. By 
1990, it is estimated that that figu'-e will increase to 
2,011,216. In 1980, in the Dallas-Fort Worth area alone, 
59.2% of all women were a part of the work force, 
while 54.1% of that group had children under age six. 
The median household income in 1980 w^s $18,853 
(S8,465 per capita) with 7.4% of all fiLTiilies surveyed 
having incomes below the poverty level. 

Dallas has a City Manager form of government 
with 23 departments in the organizational structure. 
A Public Health Division exists within the Department 
of Health and Human Services and is divided into a 
Maternal/Child Health Section and an Adult Health 
Section. The Day Care Enrichment Program is a 
specialized program within the Maternal/Child Health 
section. Table 1 illustrates the organizational structure. 

The Day Care Enrichment Program is staffed by 
four nurse practitioners, two licensed vocational 
nurses (D/N), one supervisor and one secretary^ Serv- 
ices are provided to both day care centers and family 
day horries located within the city limits of Dallas. The 



TABLE i 

_ . CITY Dx^ DALLAS 
Health arid Human Services 
Departriierit Structure 



Director 



A.D. 
Administration 



A.D. 

Environm ental 



Admin. 




Vital 




Animal 


Support 




Stats. 




Control 



A.D. 

Public Health 



Food 



Child 
Health 



Adult 
Health 



Env. Assessment | 
Air and Water j 
Quality 



-J 



A.D. 

Human Services 



Human 

.Service 
Program 



MLK 
Center 



I 



Day Cifre 
Enrichrrient 
Program 



3: 



Maternity 
Services 



WIC 



Education ai 
1 arid Spc:;ial 
Project 



Physician 
Services 



Well Child 
Clinics 

— (3) 



1 



Central 
Supply 



nurse practitioner and LVNs have distinct /v.-pm- 
sibilities in service deHvery. The nurse practitior^ ^ ' iff 
is responsible for handicapping conditions scivciiii igs, 
behavior management classes for caregivers, and 
parent classes. The LVN staff provides irriiiuinizationv,, 
manages the communicable disease component the 
program, trains caregivers in CPR and first aid. 
provides nealt' services for day care center staff, 
and presents health education/in-service programs 
for children. 

The City of Dallas has 347 licensed day care 
fecilities with a combined capacity of 58,196 children. 
There are 780 registered fiimi[y day home providers 
with an undetermined capacity and an unknown 
number of non-registered providers. Day care facili- 
ties are regulated by the Texas Department of 
Human Services. 

The Day Care Enrichment Program has a collegial 
rcJatidnship with the regulatory agency serving as a 
resource on health issues, especially communicable 
diseases; training licensing representatives; and par- 
ticipating on task forces that explore day care issues, 
i.e. safe transportation of children or dealing with 
hazardous envirbnrriental situations (explosives, 
chemical spills, etc.) m the day care centers. 

In orderjo foster the mission of the Day Care 
Enrichment Program, several "partnerships" have 
developed over the past several ye:.:s. Thispaper will 
describe the process of building these partnerships 
with other healthl care providers and professionals 
located in Dallas County There will be two areas of 
focus: 1) the partnership estabJished with the Day Care 
Enrichment Program, and the Dallas independent 
^rhool District (DISD), the Dallas County Menjal 
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Health and Mental Retardation Cente - (DCMHMR), and 
35 other smalle'. P.gencie^ . and 2) the partnership 
estabiVshed between t!,'^ l aiversity of Texas Health 
Scjcnce Cen tcr at p<;ila^' )Urhwestcrn Medical School 
and the Day Caic Enrichment Program. 



STEPS OF IMPLEMENTATION 

In 1982, the head of the Early Childhood Program 
for The Dallas independent School District desired 
Early Childhood intervention funds from the State of 
Texas. However; state law restricted The Dallas Inde- 
pendent School District to providing services only to 
dcvelopmentally delayed children age 3 or above, 
while the Early Chiidhood Intervention funds targeted 
service delivery for develqpmentally delayed children 
ages 0-3. The School Distric; w ished to provide serv- 
ices to the 0-3 age group but, at the same time wanted 
to minimize duplication of services and competition 
of funding among the other 0-3 providers in Dallas 
County. The Dallas Independent School District ideri^ 
tified the three largest providers of health care delivery 
to dcvelopmentally delayed children as the City of 
Dallas Department of Health and Human Services, the 
Dallas County Mental Health and Mental Retardation 
Center, and the Dallas Independent School District 
itself. A network of 35 other sniallej- agencies pro- 
viding similar services were also identified. 

The Dallas Independent School district called an 
initial meeting of thisjgroup of provid rs: The network 
of agencies formed became officially known as t 'le 
Early Childhood Interagency Council of Metropolitan 
Dallas. After numerous meetings, the Council reached 



consensus oh three maih issues: agehcies would riot 
compete against each other for funding, agencies 
would support each other in grant applications by sub- 
mitting a group letter of support, and most important- 
ly, [hcjgroup would decide which agencies would 
apply for the 0-3 funding. 

Since the Day Care Enrichment Program was 
already providing services to _preschool children 
attieridirig day care in the ci ty of Dallas, a group of 0-3 
aged children was easilyidentified for testing. 1 hus, 
it was decided ihat the Dallas. Independent School 
District and the Dallas County Mental Health arid Meri- 
tal Retardation Center, as well as some other smaller 
agencies, would apply for the funding and that the 
DCMHMR would contract with trie Day Care Enrich- 
ment Program to screen children for poteritially handi- 
capping conditipri>^. The initial, focus group of the 
screening was children ages 0-3 but older children 
were also screened^ The contractual agreement al- 
lowed the Day Care Erinchmenl Program to add three 
nurse practitioner positions to the program arid paid 
for base salaries, fringe benefits, vehicle reirriburse- 
ment, and postage/paper supplies. The remaining 
funding for the program was provided through general 
fund dollars. 

The Day Care Enrichment Program also initiated 
weekly staffing? attended by representatives of the 
Dallas Independent SchooJ District, the Dallas County 
Mental Health and Merital Retardation Center, Child 
Guidarice and the private agencies in the Early 
Childhood Interagency Council rietwork. The pur- 
pose of the staffin^s was tojreview the results of the 
screenirigs by the Day Care Enrichment staff to deter- 
mine the most appropriate diagnostic arid treatment 
source in Dallas County. The staffings also provided 
a monitoring system to assure that the best referral 
source a rriong a variety of agencies could be located 
for each child. 

The other established partnership focused on 
communicable disease service delivery. In 1982, a 
physician in the Department of Pediatric Infectious 
Diseases at Southwestern Medical School contacted 
the Da^ Care Enrichment Program to request 
assistance with a two year study involving 
Haemophilus influenzae type b infections of children 
enrolled in day care centers. The physician needed 
a way to access the day care centers and knew that 
the Day Care Enrichment Program was well known in 
the day care community and was actively involved 
in monit(v jng communicable diseases in the day 
care setting 

The Day Care Enrichment Program staff assisted 
^^?^P^y^^Pi^'^j"_^'^J^**^L^^^ the cooperation of day care 
centers JO participate in the study,_ delivered informa- 
tion concerning the study^and collectedattendance 
records: The sjudy had a two year enrollment period 
with a six month foiiow-up period and is now in the 
analysis stage for the 60 day care centers and 32 fami- 
ly day homes: Another effect of the partnership has 
been the implementation of an on-site Rifampin pro- 
phylaxis treatment program for day care center con- 
tacts of Haerhbphilus influenzae type b infections. This 



on-site treatment program was started in 1984 and is 
aribther example of how partnerships can expand 
existing services. 



STRENGTHS OF THE PROGRAM 

The strengths of the partnership with the Dallas 
Independent School District, the Dallas County 
Mental Health and Mental Retardation Center, and the 
35 other agencies include: 1) the provision of an inter- 
discipliriary staffing approach in linking each child 
with the best possible referral source; 2) having the 
interdisciplinary experts assist in accessirig the 
"system*' if there is a breakdown in the referral process; 

3) the building of a network of agencies for develop- 
mentally delayed children that allows easy phone 
access for one-to-one consultation on problems; and 

4) the establishment of the Early Childhood Inter- 
agency Council of Metropolitan Dallas for coordina- 
tion of furiding, service provision and program sup- 
port, in-service programs, interagency referral and the 
identification of unmet needs of deyelopmcntally 
delayed children in Dallas County. The binK:)nthly 
rrieetings of the Council allow continuous cnm- 
munic:r n among all the member agencic I:'' 2 
lists the ^ urrent agency members. 
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The strengths of the partnership with 
Southwestern Medical Sc^ ool include 1) the establish- 
ment of a collegial relationship between the_Day Eare 
Ennchmeht Program and the Department of Pediatric 
Infectious Diseases, 2) participation in research 
studies, 3) receipt of current information oh all com- 
municable diseases applicable to the day care setting, 
4) assistance in drafting/updating the exposure notices 
distributed to day care centers to inform parents of 
disease outbreaks and 5) the ability to provide an 
aggressive approach to dealing with communicable 
diseases in the day care setting. This collegial relation- 
ship has been of particular benefit to the Day Care 
Enrichment Program since at the time the partnership 
began, both the Cirv and the County health depart- 
ments lacked a Chi a' of Epidemiology 

TABLE 2 

MEMBERS OF THE EARLY CHILDHOOD 
INTERAGENCY COUNCIL OF 
METROPOLITAN DALLAS 

• Dallas Co any Mental Health Mental Retardation 

Ce:" rer 

• D:illas ..dependent School District 

• Dallas Department of Health and Human 
Services 

• Adult Child Training Center 

• Education Service Centra—Region 10 

• Special Care and Car'^er Center 

' Garland Independeni schoc i L-ist^rict 
Helping Hands Developme - ". jnter 
Child Care Dallas I 
Children and Youth Project 
United Cerebral Kisy of Dallas County 
Auti^ c Treatment Center 
University Affiliated Center 
Easter Seals 

Richardson Development Center 

Dallas Services foi Visuaiiy Impaired Children 

ARC of Dallas 

Down Syndrome Guild 

Dallas East Center for Developmental Delay 




PROBLEMS OF IMPLEMENTATIQM 

Qne problem that occurred whiie building the 
partnership with the Dallas Independent School 
Dmrict, the Dallas County Mental Health and Mental 
Retardation Center, and the 35 smaller agencies was 
the aspect of '^^turfism." Initially agencies were not 
communicating with one anonier because of a fear of 
tod few children for all the agencies to serve. But, 
because the agencies met collectively and defined 
their role in service delivery in relation to each othei; 
'^turfism'; declined. Furthermore, the group 
discovered that there were more than enough 
developmen tally delayed children needing service in 
Dallas County Ironically it has recently been found 
that existing service providers are having difficulty 
providing all the necessary services for children 
needing services. To^lleviate this problem, referrals 
are being shared between agencies. 

The most difficult dilemma of the partnership 
between the Day Care Enrichment Program and 
Southwestern Medical School has been the effective 
communication of treatment recommendations for 
specific communicable diseases to the day care 
community This procedure has proved to be a 
problem because treatment recommendation follow- 
through depends on the cooperation of the day care 
center director, the paren^ and the primary health care 
providers of the children: Some primary health care 
providers do not alv^ys understand the implications 
of communicable disease in the day care setting, i.e. 
the movement of day care staff from one rddrri to 
another to care for many different children during the 
course of a day and likewise, the mingling of children 
with their own classroom contacts as well as intimate 
contact with other children on the playground, during 
eating times, and in the early morning and late evening 
hours of center operation. 



— RESULTS 

The effectiveness of the partnership is 
demonstrated by the variety d*' ways in which children 
can now be identified for screeriingi^parent request, 
day care provider request, and by case finding when 
the Day Care Enrichment Prdgram staff are in centers 
providing other services. Additionally, each July all 
licensed day care facilities in the city limits of Dallas 
are mailed a brochure describing the services of the 
Day Care Enrichment Program. Directdrs or their 
representatives are invited to training sessions to learn 
how to utilize an evaluative tool called the PDQ. This 
tool is used to determine the need fdr a rridre detailed 
developmental assessment. Since it is impossible for 
four nurse practitioners to screen all children, the tool 
serves as an assessment that can be given by the 
caregiver in the day care setting. Using the scoring 
instructions, the caregiver can then initiate a referral 
to the nurse practitioner 

_ After children are referred to the Day Care 
Enrichment Program, a written parental informed 
consent is obtained. Consent forms include a 



description of screening tests used, prenatal and birth 
history of the child, and consent to release infoirmatidri 
between the Day Caire Enrichment Program and day 
care center/providef. Children identified as needing 
referral after being screened by the pay Cafie 
Enrichment Program are staffed at the biweekly 
meetings. Children are attended by the nurse 
practitioner Uiltii the child has been evnluated by the 
target provider agency. 

During FY 1984-1985, 5,880 preschool children 
were screened with 389 (7%) referred for potentially 
handicapping conditions. (There were two nurse 
practitioner vacancies during this period.) 
Approximately 10,000 of more than 58,000 day caire 
children are expected to be screened during FY 
1985-1986. In addition, the Early Childhood 
Interagency Council of Metropolitan Dallas has 
identified the need for more slots in the care of 
developmentally delayed children in Dallas County. 
The Council meets annually with state ECI officials to 
encourage increased funding for the Dallas area. 

The partnership with the Southwestern Medical 
School resulted in the provision of Rifampin 
chemqprophylaxis to 246 children in five day care 
centers during the period from April, 1984 to 
December, 1985. The centers received a treatment 
recommendation if there were two cases of 
Haemophilus influenzae type b infectioi\ diagnosed 
within 60 days (American Academy of Pediatrics 
guidelines). 



EVALUATIQM 

Tile evaluation of the screening program is 
riionitored by the Day Carc Enhcinnent Program*s 
nursing supervisor. Each staff nurse records monthly 
statistir^^i iiifbirnation on the number of children 
screeneo fon.^:ch condition, the nuinl^cr referred, and 
the number receiving aduiiio-Li: evaluation after 
referral by the Day Care Enrichment Program. The 
standards established by the Child Welfare League of 
America for screenings/percent referrals are used as 
part of the evaluation of the referral process: 

Standard: 3-5% of all children screened for 
vision will be referred. 

Standard: 10-30% of all children screened 
for all other conditions (speech, hearing, 
development, behavior) will be referred. 

Screening results are also monitored by the Dallas 
County Mental Health and Mental Retardation Center. 
In accordance with the contract, performance 
measures are established annually identifying the 
number of children that must be screened for 
potentially handicapping conditions arid the riUmber 
of day care centers that mus* eceive training iri the use 
of a developmental prescreening tool (PDQ) during 
the contract year. 

The alliance with the Southwestern Medical 
Schooi has brought about a collegial relatiortship 
between the Day Care Enrichment Program and the 
O Department of Pediatric Infectious Diseases, assisted 
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in making irhpdrtant contributions to research, and 
also increased service delivery in the area of 
communicable diseases. The Southwestern Medical 
School also provides consultation and guidance in 
regard to other aspects of health care within the day 
care setting. 



RECOMMENDATIONS 

J^ublic health agencies must take an active role in 
the provision of health care services for preschool 
children: The ear[y identjfication and treatment of 
potentially handicapping conditions and 
communicable diseases irnpj-oves the life-long 
productivity of the child: Building partnerships in the 
professional community facilitates information 
sharing, encourages interagency support, decreases 
duplication of services, and can provide a mechanism 
to increase existing service levels at an affordable cost 
while improving the health and well-being of the 
preschool child. 

The following recommendations are made 
concerning the development of a program such as the 
one described in this paper: 

i. Identify agencies with common goals to avoid 
duplication of services. It may be necessary to identify 
a lead agency In the group to coordinate the meetings 
and keep the momentum going: 

2 . Advertise program services using mall-outs, the 
licensing agency, and day care advocacy groups. 

3. Divide the components of the program Into 
distinct job duties for registered nurses and LVNs with 
overlap as needed for priority Issues, i.e. certain 
communicable diseases. 
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ABSTRACT 




he Kansas Department of Health and Environ- 
ment is the official child care licensing agency 
in the state. 

The Lawrence-Douglas County Health Depart- 
ment is one of 97 local health departments which 
contract with the state to participate in the licens- 
ing program, 

_ In addition to/ulfiUing the terms of the contract, 
the Lawrehce-Douglas County Health_Department has 
strengthened child care licensing in pougJas County 
by raking an integrative approach to the provision of 
regulatory and education services both within the 
Department and in the community Child care licens- 
ing staff provided the impietus to reduce barriers to 
licensing. An infectious disease epidemic was manag- 
ed effectively arid health arid safety promotion has 
been strengthened by using the expertise of public 
health professionals. 



DEMOGRAPHICS 



Located in the n: ^heastern section of the state, 
Douglas County has ah unusual mixture of small form- 
ing communities, educational institutions and 
numerous light manufiacturing industries which pro- 
vide ecbhbrriic diversity 

The 1980 Census provided the following 
O iforrhatibh: 




ERIC 



Peg^Scally, R.N., Rs. 
Charge Nurse 

Child Care Licenstvg Program 
Total Douglas County population — 67,640* 

Pop lation of incorporated cities: 
Lawrence — 54,307* 
Eudora— 2,968» 
Baldwin— 2,829* 
Lecompton — 

Per capita income — S6,473 

Female householder/no husband present with 
children under 18—1,020 

Preschool population (under 5) — 4,U7 

Lawrence, the county seat, is the home of the 
University of Kansas and Haskell Indian Junior College. 
Baker University, a private Methodist college, is located 
in Baldwin. The low median age of 24.41* is attributed 
to the large number of college students residing in 
the county. 



INTRODUCTION 

Child c? re has been regulated in the state of 
kans^ since 1919. In ttet year, jegislntion was enacted 
which placed the licensing responsibility for all out- 
of-home care with the state public health department. 
Subsequent licensing standards have established pat- 

* 19S0 Census of Population, Volume 1 Cbaracteristtcs of 
Population, Chapter B, General Popuiation 
Cbaracterisfics Part 18 KSpc 80-1818 Issued 6/1982. 

^Estimated Census, Dougtas County Issued July 1, 1982. 
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terns of child care w^ich safeguard the physical, men- 
tal and social well-being of children in care away from 
their parents. 

The licensing statutes authorized the state agency 
to delegate the responsibility for inspecting child care 
facjlities, and as county health departments were 
established they became the logical designated licens- 
ing agents of the state. For the past nine years the 
Kansas Department of Health and Environment has 
formalizedjhis relationship by contracting with local 
health departments to conduct the child care 
reguiatory program at the local level. Funds ap- 
propriated by the legislature are allocated to the coun- 
ties in projportion to the number of child care facilities 
in the county County departments entering into the 
contract agree to perform the following tasks: 

A . provide orientation and application packets to 
new applicants; 

date -stamp all copies of incoming documents 
related to child care licensing functions, and im- 
mediately transmit applications for license to the 
Kansas Department of Health and Environment 
pursuant to Kansas Administrative Procedures Act; 
C. review for completeness the licensing forms sub- 
mitted by applicants and licensees; 
p. make initial licensing inspections within four 
weeks or receipt of application, and follow-np inspec- 
tions as needed; 

E. make relicensing inspections at least eight weeks 
prior to license expiration date, and follow-up inspec- 
tions as needed; 

make complaint investigations within three work- 
ing days of receipt of complaint; 
G. prepare information for enforcement proceed- 
ings and appearing as ^,::nesses at administrative 
hearings.^ 

The Lawrence-Douglas County Health Depart- 
rrient is one of 97 county health departments contract- 



^Excerptfrom cofUract, kunsas Dejyartment of Health and 
Enviroriment/Lawrym^ County Health Depart- 

^ mmtjulyl, 1985— June 3a. 1986. 
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ing with the state to conduct the child care licensing 
program at the local level. Chart 1 depicts theoiganiza- 
tional structure of that health department and shows 
the relationship between the state licensing agency 
and the jo^al child care licensing staff. 

The Lawrence-Douglas County Health Depart- 
ment has not only performed the f. isks set forth in the 
contract, but has expanded its role to meet the par- 
tic^ r:r needs of the Douglas county day care com- 
munity. The expanded role has evolved due to the 
concern of the Lawrence-Douglas County Health 
Board for safeguarding and protecting children. It has 
been made possible by the financial support of city 
and county government. The cost of the inte_grated 
child care licensing program was S33,600 in 1985, of 
which the Healthpepartment received S3, 358 from 
the State of Kansas for carrying out the terms of the 
contract. The babnce came from the city and county 
There are five categories of child day care 
regulated by the state, as follows: registered family day 
care for six or fewer chjldren; licensed day care homes 
for ten or fewer children^ group day care homes for 
nine to twelve children^ and pieschools and child care 
centers for thirteen or niore children. Under state 
statutes registered family day care homes are exempi 
from routine home inspections by licensing staff, 
although complaint Investigations are authorized. 
Registered providers submit an annual self-evalua- 
tion checklist prior to receiving a certificate of reg- 
istration. All other day care facilities are inspected 
yearly to determine compliance with state statutes 
and regulations. 

In the spring of 1986, Douglas Countv had 43 
licensed day care homes, 9 prcschools, 11 child care 
centers, arid 130 registered day care homes which pro- 
vided care for approximately 2,600 children. 

Registered nurses serve as the licensing suiff of 
Douglas Courity. To evaluate child care fecilities^a basic 
knowledge of health information Including child 
development, hygiene, environment:d sanitation, 
communicable disease, nutrition, safety ^md children's 
health issues is essential. Since this body of infor- 
mation is included in nurses* training, a registered 
nurse has excellent preparation for the role of child i 



care evaluator. 

Orienting a nurse to the Lawrence-DiDu^ias 
County Health Department chiid carie iicensing posi- 
tion takes several months. The health department's 
orientation schedule includes: (1) review of Kansas 
Child Care I icensing Laws; (2) review of each regula- 
tion booklet (registered day care homes, licensed day 
care homes and group day care homes, and preschools 
and child care centers)'^; 3) emphasis on the rationale 
for each regulation pnd how to evaluate compliance; 
4) instruction on the use of the licensing evaluation 
forms and how to determine the recommendation 
regarding initial or yearly renewal of license or legal 
action; (5) complaint taking and investigation; 
(6) orientation to the role of other agencies in the child 
care licensing process and introduction to contact 
people in agencies/kssociations, i.e. city and county 
zor !iig offices, local and state fire departments. 
Social and Rehabilitation Services Area Office, Child 
Care Food Program sponsors, and child care provider 
associations. 

in addition to being oriented relative to the 
regulations, procedures and forms, the nurse makes 
on-site visits with an experienced evaluator until both 
are in agreement oh the items/feituations being 
evaluated: Emphasis on consistent interpretation and 
application of regulations is of the utmost importance 
to proper enforcement of the iicensing statutes and for 
maintaining the respect of the day care community 
To ensure proper enforcement of child care 
regulations, the iicensii surveyor must place primary 
importance on the regulatory function. However, 
when the licensing surveyor functions as both a 
regulator and a Facilitator/educator, the surveyor and 
the provider must be clear on what is covered by 
licensing standards and when the expanded role is 
being performed. 

The following sections of this paper highlight the 
initiative taken by the health department In resolving 
local jurisdictional problems which created barriers 
to licensing and outlines the health education role 
assumed by the public health staff to enhance the 
health of children in day care. 



LICENSING STAFF AS FACILITATORS 

There were five local governmental body agen- 
cjes involved in the licensingprocess for providers car- 
ing for seven to twelve children: City I^lanning Com- 
mission, Building Insj^ection Department, Fire Depart- 
ment, City Commission, and Health Deparunent. 
Child care providei^ found it difficult to ufi. *crs.'.uid 
and comply wKh the various regulations, codes and 
poJ|c|es of each of these agencies. Of particular con- 
cern^ was the variation in the child/i^taff ratios of homes 
caring for seven to twelve children. Tb resol' e tiie in- 

^Kafisas Departmehi of Health and EynirQriuwnLRegtjU^^ 
Uojis fqr Lice^^^ Homes and Group Day Care 

Homes for Cbiidren: Kmisas Regtitations for Ltcensfng 
Preschools and Child Care Centers^ and Procedures for 
O ?gistermg 4 Family Day Care Home. 
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consistencies existing between local ordinances and 
codes, and state child care facility regulations, a 
meeting to which key adrhinistrative decision-makers 
involved in the issue were invited, was convened by 
the health department adn Jnistratbr Attending were 
the city manager and city department heads of plan- 
hing/zdninjg, building inspection and fire. At this 
meietirig the health department's licensing staff 
presented the follbwinjg information: 1) that zoning ap- 
proval as a step in the licensing process caused delays 
that unnecessarily limited the pirovisibri of daj care; 
2) that the costs involved in meeting the zOiiing 
requirements were a further deterrent; and 3) that 
licensing requirements should be accepted as ensur- 
ing the healthy safety and welfare of children attending 
day care facilities. The adrninistrators present were 
advised that unless local codes vc^ere compatible with 
state licensing requiremehts, Lavc^rence child care pro- 
viders would be required id seek variances to allow 
them to care for the number of children allowed by 
the state. For example, a variance request would have 
to be filed if the provider wished to care for school age 
children before and after school, bri school holidays, 
or during the summer months, even though this care 
was permitted by state regulation. The anticipated in- 
crease in workload and the frustrations resulting frorn 
the requests for variances was pointed out to city staff 
After the initial rneetirig at which the key admin- 
istrative heads were informed of the issue and the 
need for change, the licensing staff tbok the issue step 
by step thrbugli the resolution process with _the 
Unirbrm Building Code Board of Apipeals, the City 
Planning Cdmrriission and the City Commissioiv^a 
process which took approximately three months. The 
local day care home association was kept informed 
and provided support at each step. Through the 
cooperation of all involved, local ordinances and 
codes regarding child ratios were made consistent 
with state regulations. In addition, the number of 
governmental agencies involved in the licensing pro- 
cess was reduced from five to two (health department 
and Urc department). As a result of these changes, pro- 
viders and child care licensing staff have found the 
lice ing process to be much less complicated. 



UGENSING STAFF AS EDUCATORS 

Three specific areas of education arc provided by 
the Lawrence-Douglas C ninty iicensing staff in sup- 
port of the health of children in day care: ijassistance 
with regulation compliance; 2) health and safety pro- 
motion; and 3) parent education. 

1. Assistance with regulation compliance 

Helping prospective child care providers to 
understand licensing procedures and regulation is one 
of the primary education roles of the licensing st;iff: 
For child care providers to maintiiin regulatory com- 
pliance, they must underst;md and internalize the 
rationale for the regulations. As an initial step in achiev- 
ing this goal, preapplication meetings are held to offer 
information to individuals interested in becoming 
registered br licensed child care providers. Forms and 
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regulations are reviewed and the le^l ramifications of 
rion-corrpliance witli licehsihg regulations are dis- 
cussed. The importance of child safety is stressed, and 
prospective providers are given information on where 
to obtain. required safety equipment such as child- 
proof latches, trigger locks, and guards for stoves 1 
stairs, Other topics included at the preappl:c< ii 
meeting are: 1) accepted discipline practices; 2) appro- 
priate program, activities and equipment,;^ 3} the 
responsibility of child care providers in assuring that 
children in care have hec^lth assessments and current 
immunizations; 4) emergency care forms and proce- 
dures required by the local hospital; 3) snfety regula- 
tions relative to transportation and swimming pools. 
By the end of the preapplication meeting the prospec- 
tive applicants should have sufficient inforrnation to 
determine whether or not they wish to become child 
care providers. 

In addition to the preapp.. . 'Cion meetings the 
licensing staff assists the providers in understanding 
and applying the regulations during on-site facility 
visits, phone calls and presentations to providers' 
associations. 

Since licensing regulations require compliance 

with local procedures, the staff has assisted day care 
providers by contacting businesses/agencies to collect 
resource information. For example, staff consulted 
with the local hospital administrator to discuss 
^Emergency Care'* procedures required by the local 
hospital. That information is now gi\^n directly to the 
day care facility by the licensing staff thus eliminating 
the necessity for each of the providers to deal in- 
dividually with the hospital. 

2. Health and safety promotion 

A second education role of the licensing staff is 
the on-going promotion of health arid safety in day 
care facilities. Techniques usee; to accomplish this pur- 
pose include: 1) providing pamphlets arid other 
liter; cire on child health and c hild care issues; 2) keep- 
ing provider informed about well child assessments 
and immuni;ati :)ns offered by the health department; 
3) assisting in the development of guidelines for pro- 
vider? to use in determining if a child is ill and when 
the child should see a physician; A] teaching pi oviders 
how to determine and report child abuse, how to 
evaluate injuries and how to approach parents who ao 
not seek medical care for their children; 5) helping 
providers to be alert to safety hazards in the play area 
and_the facility i.e: prob[erns associated with normal 
deterioration of playground equipment, uneven 
ground, stairs without railings, paint deterioration, etc.; 
6) explaining the importance of storing and ar^min- 
istering medications properlyj 7) offering training ori 
infectious disease including the disease transmission 
process, how to prevent the spread of infectious 
diseases, and proper handwashmg techniques. As an 
example of the health department's role in the control 
of infectious diseases in day care, when outbreak of 
giardiasis continued to occur in child care facilities for 
eleven months during 1982-83, consulcition was 
sought frorh.the Centers for Disease Controi; A study 
as uridertafceri with input from providers, parents 



; anu rising sta/"^ ' ne health department's Com- 

j -^iu-: .i.ihle Diseasr r ge Nurse corhpiled the infor- 

I ^ui):id: .ir. i develop - c Giardiasis Mammal including 

j '-'vJOi'd keeping ^^/it^. 1.5 

Parent icafiun 

The ytaT have ed-\ zitional materials 

availab!. " i ^a;^^^ i * egarding the different types of 
' hild care iv: : : ;inf how to choose n child care pro- 
V iuer. With this : - arion parents are abJe to make 
informed, decisions regarding child care for their 
children. Iri addition, 2 list of legistered/licet^scd pro- 
viders is available tr r! ; . public. The staff main.^-^ins of- 
fice hours to be avaiUb!- for phone consultation and 
to return calls when inessages are left at the health 
department. 



-EVALUATION 



The Lawrence-Douglas County Health Depart- 
ment believes that the strength of i ts licensing program 
lies iri the fict that the broad spectrum of public health 
is an integral part of the licensing program. All profes- 
sional interests represented on the health department 
staff serve as a resource to the licensing staff, providers 
and parents, contributing expertise in the areas of 
health and safety, sanitation, nutrition and com- 
municable disease control. 



RECOMMENDATIONS 



The tawrence-Douglas County Health Depart- 
ment is a strong advocate for public health involve- 
ment in the child care Ucensing process. The health 
department recommends chat licensing agencies work 
in cooperation with other governmental agencies who 
affect cnild care facilities so that regulations, or- 
dinances and codes are consistent and compatible. 




1^ 



HMwrence-Dou^las County nocilth Department, 
Iciurence, Kansas G^^^ Manual Detection and Con- 

trol in Child Care Facilities, 1984. 
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ABSTRACT 




S arin County, north of San Ffancisco across 
|Bthe Golden Gate Bridge, is developing a 
™xietwork of collaborating agencies to 



in ^v.vc the health of children who receive child care 
services. This effort facilitates the working together 
of multidisciplinary persons and agencies toward com- 
moix goals. Public Health staff actively participate 
in advancing the health and safety of children in day 
care settings. 

The Child, Adolesce nt and Parent Health Board 
(CAPHB) has been functioning since 1982 to improve 
collaboration and coordination among those persons 
and agencies concerned with maternal and child 
health in Marin County. The Board is advisory to the 
Health Council of Marin (HCM), the Department of 
Health and Human Services (DH&HS) and the Coun- 
ty Board of Supervisors (BOS). The CAPHB is made 
up of representatives from the following areas: private 
pediatricians, Kaiser-Permanente Medical Group 
Pediatricians, parents, preschools, child care centers 
and homes, social services, mental health, drug and 
alcohol services, adolescents, the disabled commu- 
nity; blacks, hispanics^ southeast asians, education^ 
school nurses, obstetrics and gynecology and the 
Health Council of Marin: A representative from the 
Family Practice Physicians is currently being con- 
sidered as well. 

The CAPHB Day Care Committee includes repre- 
sentatives from Social Services (including Family Day 



Care Licensing), local day care centers and day care 
homes, rhe Resource and Referral Agency, private 
pediatric care providers, parent groups and pubJic 
health personnel including pediatric, public health 
nursing, health education and nutrition. Priority con- 
cerns include communicable diseases, safety nutrition 
and child abuse {Dreventibn. 



INTRODUCTION 

Marin is a county of 257 square miles and of 
temperate cUmate. Most of the population lives along 
the m^in north-south^ highway^ Route 101, in the 
eastern section. The western area, hilly and rural, 
border^ on the Pacific Ocean. 

Marin C^unty^s populati5)n remains fairly stable 
(224,000) although the median age has increased from 
29:5 yea^ in 1970 to 33:6 yeajs in 1980. A large percen- 
tage of the population is comprised of well-educated, 
professional people with relatively high incomes: In 
1984, t ie median income was $21,311 while married 
couplers earned an average of S39.904: 38% of the 
population had attended four or more years of college. 

Of the teral population, 28% Is 21 yea is of age or 
under. Almost 5% is under the age of five; 24% of all 
families are headed by a single parent and 57% of all 
women with children work outside the home. 

In 1980, over 6300 full time child care spaces 
were needed. These were handled by 192 Family Day 
Care Homes and 136 Child Care Centers. Over 850 
children were assigned to a waiting list for an average 
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of five to nine moriths._33% of all day care requests 
came from low income families while 5Q % came from 
single parents. Unfortunately many of the services 
available were also expensive. In a child care center, 
costs ranged from $525 to S443 per month, while a 
family day care home charged from $338 to S38S. 

Licensure and rhonitoririg responsibjlities for 

centers are under State Social Services direct >n. Fam- 
ily Day Care Homes are licensed and monitored by 
local county staff in Social Services as part of the 
Department of Health and Human Services. Public 
health and medical consultation are provided infor- 
mally by PHN's and the Assistant Health Officer for 
Child Health Services (AH O/CHS). 

A coordinating Resource and Referral agency 

(Project Care) works cooperatively with the individual 
chijd care progams and the Family Day Care Associa- 
tion. A bimonthly newsletter is published; orientation 
and training programs are regularly provided. 



PUBLIC HEALTH/PmrniE PEDIATRIC CARE 

An Assistant Health Officer for Child Health Serv- 
ices (AHO/CHS) supervises the childreh's health pro- 
grams and works closely with the Public Health 
Nurses (PHN). The above persons also consult with 
Social Services programs such ns Child Protective 
Services (CPS), Medi-Cal and Foster/Adoption place- 
ment services. Child Health clinics provide well-child 
care to youn^ children from low income femilies. 
There are thirty pediatricians in the County, all of 
\s 1 lom accept Medi-Cal (California MediCaid), Child 
Health and Disability Prevention (CHDP) (California 
EPSDT) and California (Crippled) Children Services 
(CCS) payment. There are eight other pediatricians 
associated with the Kaiser Foundation Hospital 
(Permanente Medical Group-PMG), a prepaid 
Health Maintenance Organization (HMO) in central 
Marin County. 



CHILD CARE/PUBJJ£iJMUH 

^^"y public health issues such as infections, acci- 
dents, child development and others have been iden- 
tified regarding child care settings throughout the 
worid. Medical support for children in such settings 
in Marin County has been limited to input from per- 
sonai physicians and the traditional public health 
involvement, e.g. infectious disease outbreaks. Child 
care program operators noted the dearth of regular and 
generalized support from health professionals. When: 
in fact, several j^hysicians became involved in localized 
situations, medical advice was not timely and was 
often conflicting. 

As the demand for child care increased, the health 
issues multiplied and became more critical, e:g. 
hepatitis, H; influenzae, child abusr. child passenger 
safety. Project Care, day care op ) rents, PHNs 

arid physicians identified the ire formal 

prevcritioh and health proim „ and for 

jDetter ways to address illness arising from 
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normal and delayed development; and injury and 
child abuse, it becarne increasingly important to 
establish a more responsive system for coordination 
among the many people and agencies involved in 
child care services; 

STEPS QF IMH£MENmiQN ~ 

Changes in state and local poiicjes since the 

late 1970s contributed to the coordination of Mater- 
nal, Child and Adolescent Health programs 
among themselves and their ^htegratioii v^-ithin 
the community. 



— LOCAL PROGRAM CQQRnfNATION _ 

Almost all of the Maternal and Child 

Heaith/Cnppled Childrens program staff are located 
in adjacent office space within the County Civic 
Genter building. This has facilitated frequent contact 
among personnel from related programs. Since 1984, 
program supervisors have met monthly to update each 
other regarding activities and to discuss how to im- 
prove working relationships for the benefit of clients 
and office efficiency The programs represented in- 
clude Materna[and Child Health, Vital Statistics, Family 
Planning, Women, Infants and Children Supplemen- 
tal Food Program (WIC), Public Health Nutrition, 
Child Health and Disability Prevention, California 
(Crippled) Children Services, Health Education, 
Child Health Clinics, Immunization Program, Public 
Health Nursing, Social Services and Community 
Mental Health. 



LOCAL PLANS 



111 ^981 State ^4CH/CHbP agreed to require 
county program plans as prerequisites forstate funds 
each year. The California Conference of Local Direc- 
tors, for Matern: !^ Child and Adolescent Health 
(CCLDMCAH) participated in this decision and 
associated discussions: Each year, Mann County staff 
develop a plan which describes their specific goals, 
objectives, activities, time schedules and evaluatiori 
methods in addition to the regular activities required 
by State/Federal laws and regulations. This "scope of 
work" is reviewed during the monthly staff meetings 
to assess progress and to modify as appropriate. 



LOCAL PUBLIC PiBAKTa^URSING 

Public Health Nursing has for years been very 
active within the cdmrnunity In the early 1980s, PHNs 
began to receive more frequent requests for assistance 
in child care related matters. Initially, individual needs 
were handled as part of an already expanding case- 
load. However, as these requests increased, the widen- 
ing spectrum of public health issues became more and 
more evident. It also became clear that there were 
general issues, e.g. safety, hygiene, etc., raised by child 



c^rr stVAu^s tr>l should be addr essed by qualified 
health pi dfcsj ? Pals. Budget requests for a PKN 
specificaliy c(>n.iected to child ciirc programs were 
vJenied. i idv. w'.r, a PHN was assigned to provide ciaily 
»:onsl,!t:ati.on a Social Services piarement f:.ciiit>; 
for ytiiini:; !ren. More recently, a similar request 
ha5 bc:cic vrade for PHN involvement in h facility 
j fi r ;ido)cs<.cnts. 

; Uui ii ig this time (1983-5) the Child Health Clinic 
I (KaVZ) ^jopaiation was decreasing. This enabled the 
; \ ■' I t'*nie reassignment (in 1985) of the Pediatric Nuree 
I Utioner (PNP) to a child care public heakh coor- 
dinaiion/consuliation role. The PHNs also began to 
devote more time and energy to specific child care 
program involvement. Coordination mee^ngs began 
with the PNP and Project Care. Letters from the PHNs 
were mailed to chUd care operators to introduce 
themselves and to encourage use of the PHNs as con- 
sultants and supporters. 



During the late 1970s,^aHfornia formulated the 
Child_ Health Initiative to improve public access and 
services to MCH programs: One result was the forma- 
tion of state and local Maternal, Child and Adolescent 
Health Boards (CAPHB in Marin County) beginning in 
1982. Also, in 1978, California voters passed Proposi- 
tion 13, and the county government financial limita- 
tions that resulted led to the combining of all MCAH 
related programs in Marin County under the direction 
of a single Assistant Health Officer. There has been a 
gradual expansion of interaction among Public Health 
staff, Social Services and Community Mental Health 
(CMH) staff, e g. CPS, Medi-Cal, and other communi- 
ty agencies and programs. _ 

When the CAPHB was formed in 1982, specific 
effort was made to obtain representation from the 
health, education and child care cdrhrriuriities. In 
1984, the Board set day care health issues as its rriajor 
priority. It was felt that this issue involved rribst 
rhernbers oh the Board and their represented groups, 
and related to rhahy other health concerns for ch, ;dren 
in the cdmmuhity At the time of this decision, several 
local child care issues had increased in prominence, 
especially outbreaks of gastrdihtestinal diseases, H. in- 
fluenzae invasive disease arid child abuse reports 
associated. with_ day care Settirigs. 

The_ CAPHB established a Day Care Conimittee 
to identify goals, objectives, activities arid participants. 
This plan was developed by February, 1985. The com- 
mittee continues to meet bimonthly to monitor the 
progress arid to make rripdificatioris as needs arid 
resources are ideritifled. The goals and objectives are 
as foll_bws;_ 

GOAZ I: Health service consultati 'i should be 
available regardirig all childreri in day cr j centers and 
family day care homes. 

OBJECTIVE 1: All known day care providers 
will have infprniation regardirig available 
physiciari/PHN services for childreri under 
their cafe. 



OBJECTIVE 2: Obtain PHN position in 
Department oiF Health and Human Services 
for consultation to dav care providers. 

OBJECTIVE 3: Health care issues related to 
day care will be identified and discussed at 
community meetings. Each of the following 
ro hold one such meeting: 

(a) In-service trainings for PHNs, 
physicians^ 

(b) Presentations by iicalth profes- 
sionals to appropriate groups, e;g: CAPHB; 
parents, day care providers; 

(c) At least two meetings to address day 
care for mildly ill children. 

OBJECTIVE ^: lb offer to day care provi . rs 
information regarding child development 
issues and milestones based on provider 
identified needs and concerns. 

OBJECTIVE Develop a committee report 
on current needs and existing day care serv- 
ices for children with disabilities. 

GOAL II: Health related information should be 
av^ailable to day care providers, parents and physicians 
pnd other health care providers to enable appropriate 
preventive and treatment services to these children. 
OBJECTIVE 1: Ail kriowri day care providers, 
parerits arid primary care physicians will 
receive information regardirig health care of 
childreri iri ceriters arid lionies. Focus will be 
ori day care providers with children under 
two years of age or in diapers. 

OBJECTIVE 2a^ Parents will be offered a 
minimum of two parent education con- 
tacts per year. Health education areas to 
include, but are not Hmited to nutrition, 
general health, medicines, hygiene, mental 
health, dental: 

OBJECTIVE 2b: Day care personnel will 
bi' r)rovided with information regarding 
etliiiic child rearing practices and health 
care practices. 

OBJECTIVE 3a: Information about infec- 
tibus diseases in day care settings will be 
available to day care prcn^idefs. 

OBJECTIVE 3b: Information will be 
made available to providers regarding 
storage, administnjion, side-effects, etc 
of medications. 

OBJECTIVE 4: information about physical 
and sexual abuse of children will b^: available 
to day care providers. 
OBJECTIVE 5: Educate day care providers so 
they can recognize types of emergencies and 
perforrii appropriate procedures. 



STRENGTHS OF PRQJECr 

Several^ aspects of this collaborrive approach have 
contributed to its success: 



A. The CAPHB is cstiblished by state law, giv- 
ing credence as to its vlabiiiiv to the Board of s'uber- 
visdrs (BOS). ' 

B. The CAPHB members arc- leadeu; in the rom- 
munity in their respective fields of repre5'er;tatinn. 

C. The CAPHB members represent the -ntire broad 
field of MCAH persons in the couni so both coUhry 
governmient personnel and the public feel that the 
mterests of parents and children ar^ well represented. 

D. The CAPHB is part of the Heaith Council of Marin 
(HCM), fprmcrly the Marin County branch of the now 
defunct West Bay Healtli Systems Agencv (HSA). The 
HCM is advisory to vhe Board of Supervisors on all 
areas of ht alth, rriental health and social services. The 
association between the CAPHB and the HCM adds 
further credibility to the recommendations of both 
advisory groups. 

M. The coordination and cooperation of public 
heaUh persons with the other principals involved in 
chijd care means that all the issues are broadly and 
completely considered and the subsequent 
recommendations have the support of all appropriate 
parties. Furthermdrc, the interaction among the 
particii>ants has led to better cooperative effbrts in 
other arc:: besides child care. 

The use of the Public Health Nurses to address the 
mul tipje needs of child care programs and families has 
many benefits. Assistance is provided in areas such as 
communicable diseases, gencr .nd .specific health 
problems^ ch[ld abuse, child d jpment, etc Refer- 
rals are made for medical, dental and sorial' problems, 
and the PHNs serve as vital liaisons amon.e the child 
care program operators, parents and physicians: 



PROBLEMS 0F IMPLEMENTATION AND 
HOWADDfiESdED 



P^A^ntial problems have been resolved by 
succ;cssful communication and cooperation among 
the participants and the consequent establishment 
of trust. 

T^^?re were concerns and uncertainties among 
the agencies regarding their respective roles in the 
commit tee^s efforts. MCAH staff talked with the 
members and facilitated the committee meetings. The 
initial focus on mutually acceptable goals helped to 
promote cooperative efforts, a sense of trust and a will- 
ingness to share information and ideas. 

f he role of a general medical consultant to cFi^d 
care programs was prdblerriatical because of iiability 
and fonding issues. This matter vc^as discussed during 
consideration of using private iDediatricians in such 
roles. The use of the PFN- .nd the AHO/CHS as 
the advisore and liaison: v ith the community 
physicians and child care program operators has been 
very successful. 

The private pediatricians arid the pediatricians 
associated with the PMG (Kaiser) have had lirtle inter- 
actibn arid are cornpetitive for a limited pediatric 
population: Both groups have cooperated ftally regard 



ihg "the child care efforts arid have also worked verv 
closely together with the AHO/CHS in a related urea, 
I.e. cstabiishnient of a ir dical evaluation system for 
child sexual abuse victims. 

Un licensed day care programs are not being 

directly addressed except by "word-of-mouth^' among 
providers and informal consultation bv Project Care 
and Public Health Nurses. 



RESULTS 
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Irr Day Care Committee of the CAPHB finalized 
il^ t?oa^s, objectives and activities in December; 1985: 
Se\ erai of the activities have already been imple- 
mented and further meetings and programs are 
planned^ Eramples of public health involvement in 
child care include: 

A . Emergericy care pamphlets have been developed 
by public health educators, Project Care and county 
MCH personnel, and have beert distributed by Marin 
Social Services to all day care providers. 

B. Public Health Nurses and the nutritionist have 
written articles for the Project Care riewsletter. 

C. Public health staff parti<-;pated in a conference 
presented to parents and child care providers regard- 
ing infectious diseases. Other presenters included 
private and PMG pediatncinns and the President of the 
Day Care Association. Topics included a description 
of types of illnesses in day care, general prevention and 
management of ill children, and characteristics of 
specific diseases: 

n. The Project C^re Director, pediatricians and 
representatives from County Special Education are 
participating in a Pediatric AIDS Task Force coor- 
dinated by the AHO/CHS and the Communicable 
Disease PHN liaison: A County Office of Education 
procedure has been written, distributed and dis- 
cussed with district superintendents. A policy is 
beirig developed. 

E. The County Nutritionist provides consultation to 
the state supported day care centers and has provid- 
ed iri-service euucation on food allergies \^on pro- 
vider reqUesi). 

K A nutrition survey is underway to identify topics 
fc)r later in-service presentaiions to operaiOi ^ 

CP. A pediatric ''Grand Rounds" presentation iri ihc 
county focused on day care health issues. 

H . A district PHN consultation svstem wiJi appro- 
priate back-up has been formalized and has improved 
commUnicatibn among the key parties. PHNs and the 
PNP atterid regional Project Care meetings. In-services 
are planned to include CPR and SIDS. There is interac- 
tion amorig parents, physicians, day care ooerators, 
school riUrses, public health nurses, the Coni^ 
mun 'cable Disease PHN and the AHO/CHS. This col^ 
laboi-atidn has enabled, for ex:imple, the smooth im- 
plementatidri of Rifampin prophylactic administration 
to all childreri arid staff involved in a small outbreak 
of H. influerizae type B disease A written protocol for 



community managemem of futr.re cases has been 
developed and approved by County and primary 
care physician* ; 

/. Four or five workshops for parents and day care 
operators arc planned yearly to cover ull geographical 
arcias of the county and a \ :iriety of child care issues. 

y. The PNP and Project Care Director provided 
testimony to the State Task Force Investigating the 
problem of day care for mildly ill children: The recom 
mcndatioas of the Task Force will be considered by 
the CAPHB Day Gare Committee as pr rt of the Con- 
tagious Disease Manual being developed for providcrh' 

K. The CAPHB presented to the Health Council o! 
Marin and Coui 'ty Board of Supervisors. 

Z- The AHO and Contagious Disease PHN Coor- 
dinator provided a presentation to the physician staff 
at the hospital in the northern region of the county 
regarding health issues for children in day care. 

M. The AHO and Contagious Disease PHN Coor 
diriator parficipatedin a iocal television presentation 
regarding child rare heaith. issues. 

N. _ County I [ealth Education staff have obtained an 
Office of Traffic Safety grant aimed at injury preven- 
tion for all age groups, including young children. 

O. The CHDP_ Deputy Director provides staff sap- 
port to the CAPHB and is also a member of the Head 
Start Health Advisory Corhmittee. 

JP. The Cpunty Health Educationstaff has developed 
Early Childhood Developmental Guidelines (ages 0-5 
yeans) for use in public hcalth/cornrnunity clinics, 
private physician's offices arid CHDP pirograms. 
Discussions are underway regardirig the usefulness of 
these materials by day care operators and staff. 

Q. A task force of re* -eseritaiives _frbm County 
Health Services, Social S ces (Child Protective Ser- 
vices), community ped' ans, (private practice and 
Permaneilte Medical G ; '^erifT, District Attorney 
and pediatric service 1 opital*. :ave developed a prb-_ 
cedure for referrals for expert medic valuatibri of 
child sexual abuse. This is a courity-v i . l^ system that 
facilitates medical referral, evaluation arid follow-up 
as well as child and fainily counselirig, evidence col- 
lection and prosecution. Many children who utilize 
this service are in the preschool population and attend 
day care programs. 

These activities and othei-s have improved the day 
care operator's awareness and utilization of comrijuni- 
ty resources such as the child passenger safety law.s 
and the car seat loaner prograril, the Dental Care Foun- 
dation for children of low incorile families, etc. 
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Iri addition to smoother regular interaction 
among farriilies, providers and health professionals, 
sevieral specific items will be monitored. Each of the 
Day Care Cbrririiittee's objectives has an evaluation 
cbitipbrierit. For exarhple, the quarterly presentations 
to providers arid farriilies will be checked for both 



occurrence arid coniriients by attendees. Distribution 
of materials, for example, emergency care booklets; 
will be verified. Any prbbleriis evident during evalua- 
tion of irifectious disiease buibreaks will be ex;imined 
closely for areas of coriiriuinicatibn aridcbbperation 
that need improverilerit. The cbritinuit\ of the com- 
mittee's meetirigs will be a sigri of continued en- 
thusiasm e ii the part of the riVeriibers. 



JREGOMMENDATIGNS 



The Marin County Public Health collaborative 
effort has filled gaps in health services to children in 
lay care settings, avoided duplication and conflicts in 
service provision and identified ways concerned 
persons and agencies may better work together to 
address the many health and related issues that affect 
these children. 

There are certain functions, foi ♦ ::<ample, general 
legislation, that must be carried out at the state level. 
The current political rlimai- is in favor of greater 
assumption of fiscal anu ^'/in^inistrative responsibili- 
ty by local government. '^L-si nitres have become more 
lirriited anU are expected h ■.^( come even more scarce. 
It is ..ijcinl that state/local governmental cooperation 
arid cbon^.iriatiqn take place in order to reach the most 
apprppriate and effective balance in implementing all 
public healUi f /o}j...r'', including child care. Similarly 
it is of everigreatei i: \ ortance that local government 
work cooperatively with other local agencies and per- 
.sdris. For a variety of reasons, MCAH programs are 
especially susceptible to Loss of budgetar>' support and 
general effectiveness. Chiiil care services may be 
exceptibrially viilrierable because of the newness of 
public-private-sbcial-riif. dical-public health interaction 
that is riecessary and the dynariiic nature of all aspects 
of the field. 

Each local area will need to identify the pi-incipal 
parties involved iri child care in the region and 
estiiblish appropriate riiechanisnis to deal with the 
m , riad of problems that ari.^e. Public Health, and par- 
U( 'ady Maternal and Child Health personnel have im- 
poiiant roles in this endeavor. 
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ABSTRACT 



he Minneapolis Health Department provides 
a broad range of health services to a variety 
of child care settings in Minneapolis, 
Mirihesbta. Services include: nursing, dental, nutri- 
tion, laboratory, health education, environmental 
health, medical, develdprhental, c^cunatiorial thera^^ /, 
and social services. Sf^rvic^ \s are prbyiden by a mt. i- 
disciplinary team composed of health prbfessibi. !s 
frorii the divisions of Persuhal Health, Nursing and 
Envifunmental Health within the Health Department. 
Publi*" ' ^' :'.lth Nurses are assigned full tirrie to day care 
activities and functibh as cbbrdiriaibrs of the day care 
team for each child care setting served. The program 
continues to undergo mbdificatibri in response to the 
changing needs of child care. 



TNTRODUGTION 
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Children in our society are a heterogeneous 
group with diverse backgrounds and needs. However, 
there is a general consensus that all children have at 
least bne thing in common: the need to given the 
oppbrtunity to optimally develop their physical, intel- 
lectual, emotional, arid social potential. The care and 
guidance they recei ve in their early years of life are of 
criticaljrripbrtarice in fostering this bptimurri develop- 
ment. For mariy childreri, this support is provided in 
their bwh hbrries; but, the increasing number of single 



parent fariiilies arid the iricrcasing need for women to 
work outside of trie home has necessitated the 
development of alternative sources of care for infents, 
toddlers, and preschoolers. Da\' care progntms arc one 
alternative in meeting this need; and ensuring that 
these settings are healthy, safe and developir entally 
stimulating is of major intere>:t and concern for Health 
professionals whose focus is child development and 
family health. 

The expansion of all forms of day care (day c are 
centers, family day care, preschbbls, and nursery 
scho()ls) h:Ls placed a large liunlber of children in close 
proximity to brie anbthcr for a jllajor portion bf the 
day. This iriv^reases their risk for develbpirig respiratory 
gastro-inLesanai itnd other illnesses. Iri addition, ha\ 
ing children spend extended periods of time in ribn 
parental supervised situations requires that ih 
caregiver have knowledge of a child's existing healt. 
problems and the ability tc) deal with new and existing 
problems in an effective fashion. A 1981 audit of the 
health records of 502 children in 11 Minneapolis day 
care programs revealed that this knowledge is not 
always present. The audit found that 49% of the 
health problems previously identified and 
documented in the day c;.re center's health record 
were unknown to center stll.^^ This does not even con- 
sider the number of health problems that exist but 
have not been identified. 
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SiriiHarly a study done by the Greater Minneapolis 
Day Gare Association (GMDeA) revealed that 34.8% 
of children in day care with previousfy diagnosed 



handicaps arid/or developmental delay^ were receiv- 
ing no special services in the day care jetting. In ad- 
dition, 12,3% of children in that study were classified 
as being "at risk" for physical and developmenLil 
delays because of erivirbhmehtal, riutriiionai and femi- 
ly problems and weire hot receiving special interven- 
tions. The GMDCA study also demonstrated that 
centers providing specialized interventions seldom, if 
e^'er, had access to a comprehensive or coordinated 
range of services that included speech therapy, occu- 
pationai therapy, play rherapy, parent education, nutri- 
tion cornseling, social work services, dental health 
educatk ii or family counseling. 

Given this background, it is obvious that the 

health service needs of day c . re are great and that they 
haven^i been adequately addressed. Despite the 
documented health problems associated with day 
care, little information is available on how to address 
these problems in an efficient and effective manner 
The American Academy of Pediatrics has urged ph>'si- 
cians to take an active role in day care and other studies 
have identified the public health nurse as an appro- 
priate consultant to day care staff, but these 
approaches foil to address the Unique and diverse skills 
that are necessary to meet the multiple and complex 
needs of children in day care. 

Because of this, the Minneapolis Health Depart- 
ment has developed a coordinated multi-disciplinary 
team approach to the needs of children in day care. 
This model incorporated the services of public health 
nurses, nurse practitioners, physicians, dentists, dental 
hygienists, social workers, occupational therapists, 
sanitarians, nutrittonists and health educators. This 
team provides a broad range of consultative And direct 
health services in an c"* icient and effective manner. 
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married couple households: 

_ _Ih 1980 there were 164,731 females over the age 
of 15 living in MinneapoHs and_9M86 (58.0'Jr>) were 
in the labor force. Of worhen with children undc^r 6 
years, of age 9,802 (53:0%) were in the 
labor force. 



XHILD GARE 5F ICES 



:cnsed child care 
:ensed capacity of 
c were 540 family 
recenters, 39half- 



. In 1985 there were 66- 
facilities in Minrieapo.is with : 
9,666. Ambrig these facilities t: 
day care homes, 73 full day chile 
day child care centers, 2 HeadStii: : programs,"and 11 
public school latchkey sites. There are approximately 
30 legally unlicensed day care programs and an 
Unkhdwh_ number of unlicensed family day care 
settings. Three day care programs exist to care for 
ill children. 



Demographics 

With a 1985 population of 362,090, Minneapolis 

is the largest city in Minnesota. Although the total 
population of the city is decreasing, the number of 
children under age five_h^^s inct -ased from 22,433 in 
1980 to an estimated 25, Or^:j in 1985. The 1980 cen- 
sus identified 82, Q46 family households in 
Minneapolis, with 61,311 _(73.9%) being married 
couple families and 17,615 (21.2%) having only a 
female head of household, Of married couple families, 
40.4% have c'lildren under the age qf 18. Of female 
only headed families, 61.4%, have children under 18 
years of age. 

The 1979 per capita income in Minneapolis was 

$7,940 and the mean family income for all families was 
$22,504. The mean income for femilies with children 
under age 18 was $21,711. Married couple families 
had a mean income of $25,313, compared to $13,102 
for female only headed households. For families 
with children under age 18, the mean income was 
$26,824 for married couple farnilies, compared to 
$9,950 jb^^ headed ;:Trnilies. Fer^^^ bnlv 

headed househc/:^ i uiider age 6 had a 

median income of $5,681 . ompared to $21,024 for 
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ORGANIZATION OF THE MINNEAPOLIS 
HEALTH BEMIMENT 

The Minneapolis Health Department is the official 
public health a^^L-ricy for the City of Minneapolis. The 
Department i:s directed by a Commissioner of Health 
who reports h ; 13 member City Council which ftjnc- 
lions as the Ix .ird of Health and the polio* making 
body for the Health Department. 

The Minneapolis Health Department is made up 
of 4 divisions: Administration, Environmental Health, 
Public Health Nursing arid Personal Health Services: 
^3^^'^ is headed by a division director who reports to 
the Commissioner of Health. Activities related to day 
cart, occur in each division. The Division of Ad- 
' '^i. arion is responsible for firiancial management 
^^'Siance with program planning ?inc^ de^ dop- 
; ; his division also facilitates communication bet- 
ween Health Department staff arid u.e City Cc . :ii. 

Tne majorit v of Health Departriient dav care ac- 
tivity occurs in the Public Health Nursing Division, in 
this division there i?; an official day care team super- 
\'is(: d by a Public Health Nurse, She re_pprts to a Clinical 
Supen;isor who is supervised by the Division Director. 

In the Environmental Health Division a sanitarian 

is assigned half-time to day care activities. In the Divi- 
sion of Personal Health Services a variety of health pro- 
fessionals engage in a variable amount of day care 
activity Each of these individuals reports: to a func- 
tional arm head who in turn reports to the division 
directon The activities of the entire day care program 
are described in this report. 



STEPS IN IMPLEMENTATIOa. 



For many years the day care cbrisultation activities 
of t he Minneapolis Health Departrrierit were informal- 
ly provided by public health riUrses as part of their 
home visiting and health profndtibri activities. There 
no o-g?:ni?:ed day ctire program arid rib specialj7ed 
staff were a\^ilable to address the Unique needs of day 



care programs. 

During the 197b's, as the number of children in 
dav care increased, public hea^^ with special 

interest and expertise in the area of day care were iden- 
tified and a portion of their time was spccificaily 
devoted to day care consultation; In Augu? i of 1982 
the activities of |hese public health nurses were con- 
solidated into an organized day care team and were 
given the rcspcMisibility of developing and coor- 
dinating the dav care activities of the Minneapolis 
Health Department. 

While these day care activities were developing, 
the Maternal and Child Health (MCH) Program of the 
Minneapolis Health Department was providing com- 
prehensive child health services through a Children 
and Youth (C&Y) Project supported by Tijje V of th<' 
Social Security Act: J'hese services were provided at 
clinics throughout the City of Minneapolis by a multi- 
disciplinary team: Services were targeted at low 
income/high r*sk children and focused on disease 
prevention and health promotion services: 

Paralleling the experience of the Public Hei:Ith 
Nursing Program, the MCH Program recognized the 
increasingly important influence of day care on the 
health and development of the children it served. 
Because of this, MCH Program staff began providing 
consultation to day care programs on behalf of the 
C&Y project and ranged from nutrition to social serv- 
ices: Inevitably this consultation extended beyond 
C&Y registranrs and encompassed a broader 
population. j 

The Environmental Health Program of the 
Department has also been involved in day care activ- 
ities. Because of the relatively large number of ciiildrcri 
being cared for in one setting and because fo()d is 
often served, a sanitarian was assigned to provide 
assessments and recommendations to day care 
programs regarding a broad range of environmen- 
tal issues. 

Gi;^ :he k . ly :)f cbllabpratloh between 

the van r -^grariis w ithin the Health Departriierit, 
rbordi?.. *, : »;>f the riiultiple day care services has 
been a logical developrrieht. Initially this occijrred pri 
ah intermittent and iriforrrial b:\sis, but with the 
establishrrient bt the day care tearri in 19H2. the activi- 
ties of the various providers has been much riVore 
organized and systematic. The public health nurses 
now play a lead role in determiriirig overall program 
direction arid fUrictiori as cc)brdiriatbrs of riiulti- 
disciplinary health services prbvided by the health 
cepartmerit. 

Since tliC day care program Is relatively new, the 
organizjational structure is still in an evolutionary 
phase. The professionals on the multi-disciplinary 
team are still learning the best ways to use each other s 
services and how to best meet the needs of the 
children in day care programs. As day care gradually 
moves up in the overall priorities of the MHC, more 
eriiphasis is being placed on organizing the overall day 
care service activities in a way that fosters collabbra- 
tidri and cbitimijriicatiori ambrig health plrofessibnals 
oil the team, and thijs enhances the efficiency arid 
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effectiveness of the services provided. 

The health of children in day care is an issue that 
is continually changing and rapidly growing in impor- 
tiince. The service provjders that are needed to address 
this issue must be flexible andadapt:ibje if they are go- 
ing to h^ve^a positjye impact: the Minneapolis Health 
Department recognized this situation and has laid the 
groundwork for a multidirectional expansion ofjts <±iy 
care ef^o 'ts dictated by changing expertise, needs, 
and resources: 



STRENGTHS OF THE PROGRAM 

With health prdfessibrials from a variety of 
disciplines involved in day care, a broader perspective 
on the issues sUrroUridirig day care cari be bbtairied. 
Not ()nly can members of the team use their special- 
ized expenisL in dealing directly with complex 
pr()blems but they can also use this expertise to 
educate cMher team members and day cart: center staff. 
Some of the services and activities fovided by 
mer:ibers of the multi-disciplinary team include: 

Public Health Nursing— The public health nurses 
function as team coordinators for each day care center. 
They plan assessments in the various specialty areas 
and they work with center staff to identify health 
needs and coordinate direct :ind consultative health 
sendees for children, ^heir families, and day care center 
stiiff. In consult:uion with the nhysician and sanitarian, 
tlie PHN reviews the policies and procedures c>f day 
care centers and makes recommendations regarding 
safety emergency plans, and the physical environ 
ment. They establish linkages with other agencies 
that provid* health and social services, so that needs 
can be addressed in an appropriate fashion. They also 
provide frequent in service training and continuing 
education classes for day care workers and others in- 
terested in d:\y care issues and problems. 

Dental — Under the supervision: of a dentist, a 
dental hygicnist provides dentiil screen! 'services and 
dental education to children in day care settings: The 
hygienist also provides education t< ) parents and day j 
care center staff. 

Nutrition — A nutritionist provides nutriti(Mi 
assessments, counseling and education to children, 
parents and day care center staff. Information on the 
long term benefits of good nutrition is presented. 
Assessments and recommendations regarding the 
nutritlona.l value of lunch and snack programs are also 
provid:^<i. The nutritionist makes referrals to com- 
munity riutrition and food programs such as WIC 
(Supplemental Food Program for Women, Infants, and 
Children), food shelves and the Expanded Food and 
Nutrition Education Program (EFNEP), if needed. A 
growth monitoring program has also been initiated at 
two day care centers. 

Social Services — A social worker provides 
assistance to day care center st;iff arid families in work- 
' with special needs children.and their families. The: 
al worker also facilitates the appropriate use of 
rimijriity social services. 

Developm -ntal Services— Appropriate screeriin^: I 




procediires are established and conducted bv an 
Occupational Therapist. The QT also provides con- 
sultative services regarding sensory and motor 
developrnent of children in day carc; Birect services 
are also providied to assess children identified through 
screenings. Treatment arid referral services are pro- 
vided as appropriate. 

Laboratory— The laboratory provides screening 
tpts deemed necessary by the physician and PHN. To 
date these tests have included blood lead, zinc 
erythrocyte protorporpfiyren (2EP), hematocrits, i 
throat cultures and stool exams for ova and parasites. 

Health Education— A health educatf jr develops 
and delivei^ prevention oriented health education 
programs for day care center staff arid families of 
children enrojled in day care. Audio- visual aiU and 
general informational material are also developed by 
the health educator. 

Environmerita; Health Services— An environnu u- 

tal health sanitariari is assigned rhe responsibility of 
inspecting and mdriitoririg day can centers: Physical 
ha^rds, fire safety arid sanitation are major areas of 
concern. The samiariari also works with the nutri- 
tionist in educating day care center staff regarding f^od 
preparation and haridlirig. 

Medicn, A physician provides overall medical 
consultation lo members of the day care team. In 
c voperatidri with :he Public Health Nurse, the physi- 
cian reviews the policies and procedures of day care 
centers arid rriakes recommendations regarding the 
adequacy of the health and safety components. In 
addition, a pediatric nurse practitioner is available to 
resDond to medical issues raised by members of the 

( iTh. 
•rect ocrvices prc/vided by tile riiulti- 
i 41 > day c'are team h ^ve been of ^reat v .lUe to 

e centers and the chiidren they serve, but the 
^ cacy and linkages that ha\ j been developed by 
the day care team have been equally important. Hav- 
iiig iridividuals from various backgrounds Invoived iri 
the day care program has fostered linkages with a v^ide 
variety of health and social services agencies. As thcbc 
agericies have become more involved in day care 
issues, they have become advocates for dav care serv- 
ices arid have been influential in making child care a 
high cornmuni£y priority The multi-disciplinary focus 
of the Health Department program is one of the 
reasons for the broad based interest in day care in 
Minneapolis. 



PROBI C.MS IN DEVELOPING 
THE PROGRAM 

The lieaith concerns surrouridirig children in day 
care are being continually identified arid clarified, and 
being seen as an increasingly impdrtarit community 
issue. Because of this, flexibility arid cdriirriitment by 
the individuals and agencies providing services to day 
care are required^ The Minneapolis Health Department 
has not always had this flexibility arid corrirnitment 
.^and is still far from having a perfect day care program. 



However, improvemenLS continue to be made and the 
program is getting closer to the model that staff see 
as beins best able to meet the nee(^s of children in 
day care. 

The first prbblcrh to bvercbrrie in becoming a 
model program was tl1c !ack of romiriir.pcn- tc^ day 
care. Initially, in respbi sc o rt lu'j^si.. ^Yom <.?ay care 
centers, several public hr-* rs .^ ^- v : • . ;s ,ighi3d the 
responsibility of pn^^ i; . (yn to the c 

centers. Each riUrsc prtiyip': vi ,^ /cr^ , or ocvrnil 
day rp.re centers in addition . l Jcuiics. i 

Although this v^as the beginnin;,- j): ^ ,,>visibn oY 
services to the centers, delivery 7 is sp idic and in- 
consistent. Coordination of servij:.s r^n. rrinimaland 
often educational programs and ^ria^'-.:' is would be 
developed by one nurse without t'e . j.iiizatibn that 
another nurse had developed sb^rict^^irig similar bnly 
a short time before. 

Service delivery to day care was generally not 
seen as a pribrity by nurses if the workload was heavy. 
Day care tasks were generally the first ones dropped 
when time pressure.^ became acute. Frustration among 
the nursing staff was al3b high because each nurse 
found it difficult to becbme adequately informed 
about the needs c f day care when they were serving 
only a few centers. Sirhilarly some centers became 
frustrated because services were often inconsistent. 

To address this problem the Public Health Nurs- 
ing Program shifted assignments and concentrated day 
care activities to a few nurses. They also identified day 
care as a special unit. Although fewer nurses were in- 
volved in day re, each nurse could now focus all 
efforts on day care and provide consultation more 
effectively and efficiently to a large number of centers. 
Identification of a lead nurse for the day care program 
ajsb facilitated the coordination of day care activities. 
This corrirriitrrieht to day care was a major step in the 
development (if a high quality program. 

_ Another barrier to overcome in the development 
of a model program was the lack o^ coordination of 
services within the Health Departme t. Although the 
first official responsibility for day care rests with the 
Public Health Nursing Division, many day care serv- 
ices are prbvided by two other divisions: Personal 
Hcalr'-i Services and Environmental Health: For many 
yca.5 the day care activities of these 2 divisions inter- 
faced bhly intermittently with the public health nurs- 
ing activities. 

With the development of the specialized day care 
team in nursing, it became evident that more coordina- 
tion and coHabDration were needed. Subsequently, 
regular meetings were estabjished for all staff involved 
with day care in order to snare activities, ideas, and 
^^lans. Meetings are also being held routinely between 
the coordinators of day care activities in each division 
in order to facilitate the development of mutual short 
and Jong range plans. 

/Although these efforts have done a lot to coor- 
dihate da> care activities, deficiencies still exist. Hav- 
irig three dvisiqns, and thus three administrative struc- 
tures and priorities, providing services to day care 
.makes coordination difficult and markedly reduces the 



flexibility of the program in adequately responding to 
heeds. Because persbririel in Personal Health Services 
and Erivirbrirrierital Health provide services in areas 
biher .thari day care it is impossible at this time to 
pUi all day care activities in one division. Therefore, 
there are cbhtinUed efforts to find ways to better ccbr- 
dihaje the inultiple and diverse day care efforts of 
the Department. 

A majoijmpcdiment to developing the day care 
program is the lack of financial resources. Staff from 
liic <x\y care team anci jDff from the centers have iden- 
ui\c . 1 > \7riety of interventions to deal with the prob- 
lems in day care but often they can't be implemented 
because of inadequate resources. Funds for staffing 
came from a variety of sources inCx iding: city taxes, 
Minnesota Community health Ser ^ces Act, and the 
Maternal and Child Health Block grant. Fees for serv- 
ices are charged where possible especially for certifica- 
tion classes for day care center staff. However, because 
many of the centers serve low income populations, 
fees for services can generate a limited amount of in- 
come. As public funds decrease, the dilemma is going 
tb worsen and may threaten the existence of the day 
care program and many other public health programs. 



RESULTS AND EVALUATIO N 

The impact of the Minneapolis Hei:'rl: Depart- 
ment day care program can be evaluated in^ a variety 
of ways. From a numericaj perspective the impac. has 
been impressive: Each year^ver 100 day care programs 
of various kinds receive multi-disciplinary services 
from the MHG day care team and approximately 300 
group educational sessions are held: These services 
directly impact over l6,0O6 chiidren and jO parents, 
day care workers, and health profes*^: )nais: hi addi- 
tion, the Health Department sends ir o; ,i on 
health Issues in day care to numerous inc' x anls and 
groups throughout the country. 

More important*^-, however, are the noii-quariri- 
fiable aspects of ii«e program. By serving oh vai i'^is 
boards, committees and task forces, team members 
have been influential in enhancing not only tl.c 
development of day care programs, but other pro- 
grams affecting the health of all childreii. i hey have 
also helped to make child care a high priority issue 
in Minneapolis. 

Some bf the major issues that have h?en direct- 
ly ihfiUehced by members of the day care team in- 
clude, ill child day care, subsidi.'red day care, licensi.'ig 
of day care centers; and tnerapeutic intervention for 
special needs children, child abuse and neglect, and 
a host bf others. In d ; Mn^ with these issues the 
members of the day care team have demonstrated their 
level bf expertise to the cbrhrhUnity and are increas- 
ingly being asked tb participate in planning, develop- 
ing, arid evalUatirig prbgrarhs that have the potential 
to improve the health bf all children in Minneapblis. 
Because bf this, the greatest cchtributibn bf the prb- 
gram will be realized in the future with a healthier 
£erieratibri bf children. 



REGGMMEMBmONS- 



Froni the experience of the Minneapolis Health 
Department in dealing with the issue of the health (^f 
children in day care, several observations and feconi- 
menJiiiidtls can be made, relative to agencies and 
( 5i^^,ani:/atidns servicing da\- care centers. 7 iiese recom- 
mendations are made riUt so rhuch to avoid potential 
problem:- :>ut to assist programs in more effecci\'eiv 
sending children in day care. Some of these rccommen- 
datitais can be taken irideperidently but most are in- 
terreiaicU and part of a cbmprehehsive approach to 
child care. 



lake Day Gare a Priority : Aldiough the health of 
children in day care is an increasingly important issue, 
many agencies don't recognize this fact in their 
organizational structure. Da\' care activities are fre- 
quently combined with other activities and are often 
the first to_be affected when time and/or resources are 
reduced. To decrease this vuinerability, a day care pro- 
gram riiust be recognized as an independent and vital 
fiiriction of an agency. This can be accompjished by 
establishing a separate day care program or highlight- 
ing, in soriie fashion, the day care activities of the 
agency The more vi ;ibility the day care activities 
receive, the more they will be considered a valuable 
fesdurce, riot only within the agency but within the 
broader cdriimUnity. A commitment to child care by 
one agency will help to stimulate further interest 
throughout the community in the needs of children. 

Consider buy Care a Specialty Area: The health 
needs of children in day care are UriiqUe arid often 
complex. To address these needs requires specialized 
training and experience that can be dptirirally obiairiec! 
by having time devoted only to this area. If possible, 
staff should he assigned specifically to day cai e acti\'- 
ities. This pt-actice not only allows for the develop 
meiit of expertise in the area ' • jt alsc) facilitates better 
program planning. This v-.ui-d also hli^hlighl the 
priority of day care services and lessen the a^rripeti- 
tion with the other needs of the agency Iri? is iriipdssi- 
ble^o have specific individual: as/:]gned soicly to diiv 
care, at least a specified porfon of .:>me s^l0^id l:)e 
dedicated to day care activities. Children iii day c ^re 
need advocates and the best advocates are ihcy r wnd 
are knowledgeabic and interested in tlVMr neecs. Mak- 
ing day care a specialty area is the first step in develop- 
ing an advocacy for the health c^f children in day cart. 

Develop a Specific Day Care Plan: ALthough 

health agencies serving day care ceriters need flr^xiblli- 
ty in order to responv.! to charigirig rieeds. some overall 
pi 01 including goals arid measairable ()hjecti ves. . .^^cds 
to be in 4 'j^ce to direct a prdgrarris efforts. As was 
fK)intcd^)Ut previously, the needs of da\:_care often get 
iostm the activities i;f a large agericy. Trie existence 
of a prognim plan woi-l.'i help prevent this froni occur- 
rik !t would also encourage ccilaboratic^ri among al! 
an :^rncy's pnrv^.^'en? whc are wdrkirig v. jth d.:y care. 
Fihaliy a plan wC'Uld help in evaluatin^g the effec 
tivencss and imjj-c: of the program. The latter is 
of c^c^:al importance ;^ program is gbirig to cvmi- 
viz>ce others of rhe im:»ortanre heaKh services ii; 



day care settings; 

Broadly Define the Health Needs In Day Care: 
The health problems in day care include niort theri 
just communicable disease. They include such wide 
ranging issues as nutrition, mental health, arid 
developmental dela\-s: If prolDlems in these areas arent 
id_entified, they won't be addressed. One of the r()les 
of a healthy agency is to make sure that that ddesri't 
happen. By broadly defining the health rieeds iri day 
care, it is unlikely chat major problems will be missed. 
This approach will also encourage a broad range of 
I cnjth care providers and agencies to become involved 
in day care. They will see a role for themselves and will 
be able to help address some of the problems. 

Since the health needs of children in clay care are 
diverse, a multi-disciplinar\' approach is needed to ade- 
quately address them. Ideally each agenq- or organizii- 
liori should t^ike this multi-disciplinary approach, but 
this is impractical. However, if the overall approa^- ii in 
a coriimunity is a multi-disciplinary one and one that 
is well coordinated, much progress will be made in im- 
prdvirig the quality of Jay care. 

Ericdurage Cojlabo.'ation: Adequately addressing 
the health rieeds of children in da\' care is beyond the 
sc()pe of any one agency A cooperative and cul- 
lab()rative effort of health, education, and social serv- 
ice pr()viders is necessary to accomplish this task. 
A collabdnuive approach is necessar\' to secure all the 
resources arid expertise that is available for this effort. 
A vorisortiUrii of providers is also a good mechanism 
for advocatirig improved child care and making it 
a priority issue for the community The health of 
children in child care is a community-wide issue 
and rieeds to be addressed by a comn .inity- 
wicii' approach. 
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he population of the Seattle-King County 
metrdpolitari area is 1,269,749. lepresenting 
drie-third of Washington state's population. 
Of the population 78,525 Ire ages five years or 
younger. GedgraphicaJly, King County is one of the 
largest counties in the nation. It contains urban, subur- 
ban and rural areas and sustains a large industrial b'Kse. 
Acc:>rding to 1980 census data, the King County 
median family income is $25,333 arid the rnerJian 
household income is $20,717. The total numLci of 
families headed by females with no husband present 
and with children less than 18 years numbered 27,298 
and comprised 8.4% of the families in King County. 
Census data from 1980 also indicated that 56.6% of 
women 16 years of a<>e and older are working. 

Each day nearly half of the children in this 
country under the age of 6 years, an estimated 
11 million, are in full- or part-time day care in a variety 
of settings. Estimates are that approximately 25,000 
childreti in King County under the age of ^ vears are 
cared for in licensed child day care centers, n-.ni- 
centers and homes. There are approximately 1900 
licensed child day care sites in King County, 
^shington. Licensure [s required for any person 
providing^ care for children other than t»ieir own 
children for more than four hours per day. TSble 1 con- 
tains data on the number of day care sites by their 
licensure status: 
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mihua Elmore, R.N., MS. 
TABLE 1. 

Number of Child Day Care Sites bv Licensure Tv'pc, 
Seattle-King County, 1986 

Number of Child 
Licensure Type Day Care Sites 

Day Care Centers (Licensed 

for 13 or more children) 285 

Mini-centers ^Lic^nscd f()r 

"12 Children) 119 

Homes (Licensed for 6 or 

fewer children) 1 ,477 

Statistics concerning the number of children in 
King County who are in unlicensed or informal care 
are unavailable. This is unfortunate as local govern- 
ment and business are interested in this kind of infer- 
-nation as they begin \ j respond to the increasing de- 
mand for child care services. 

The Seattle-King County day care community has 
recently experienced a considerable amount of activ- 
ity a; ■ change which has been positive but which has 
lacked coordination. A community task force has 
been convened rec kIv to determine what services 
presently exist, what additional services might be 
needed and how all of this could be organized 
more effectively. 

For the purposes of discussion, the components 
of the day care community can be categorized as 
follows: (1) Technical assistance and training, (2) Child 
care subsidies, (3) Services for day care parents, and 



(4) Support and professidnal oiganizatlons within the 
day care community. Technical aisslstance and train- 
ing is provided by the Seattle-King County Depart- 
ment of Public Health, the comrhunity colleges, voca- 
tional training schools and the City of Seattle Depart- 
ment of Human Resources. These agencies provide 
trail ing and assistance in health and safety^ early 
childhood education and administration respectively 
The City of Seattle Department of Human Resources 
recently obtained public and private funds to start a 
resource center for families and child care providers. 
So far, the major activities of the resource center have 
been to organize training and to develop a i.,.''/sietter 
which is publf-hed every two months. 

Child care subsidies are available to low income 
familie^via two main routes. The Washington State 
Department of Social and Health Services allocates a 
certain portion of their "weUare" monies for child care 
and the City of Seattle Department of Human 
Resources uses Community Developmc^nt Block 
Grant funds and work incentive monies to subsidise 
child care: 

The major service available to day care pi — nts is 
the Day Care Referral Line. This is a comoi^ eiized 
information system which provides parents wir u infor- 
mation and assistance in locating child care: " le Day 
Care Referral Line is also a good source of infv : • nation 
about the number, types and locations of lir^v sed day 
care facilities. 

There are two maj or support groups . , .hin the 
day care community: jhe Family bay C. e Home 
Association and the Day Care Center i?irectors' 
Association. During the past year these or^ mirations 
have performed a large quantity of advr acy around 
issues such as the current crisis in liability insurance 
for day care providers. Seattle and King County have 
bv , n fortunate to have a mayor and city and county 
councils who are supportive and interested in child 
rn:c issues. In 1982, the Mayor began a canipaign to 
make Seattle a more livable place for children in 
recognition that many families with children were 
leaving the city for the suburbs. A cornmittee was 
created f;KidsPlace") to define the priorities in making 
Seattje more livable for children. Good quality child 
I rare programs came to be a priority The health depart- 
nent became invc '.j in the work of ^^idsPlace 
and be^n to explore how their day care services could 
support the development of good quality child 
care programs. 

'The Seattle-king County Department of Public 
Health does riot have regulatory or licensing jurisdic- 
tion over child care. This activity is performed by the 
>«^shingtdn State Department of Social and Health 
Services. The Sea.tle-King County Department of 
Public Health does have some broad State Board of 
Health powers which can be invoked when there are 
ou tbreaks of serious communicable diseases in day 
care facilities. 

fhie Seattle King County^ Departmertt of Public 
Health employs public health nu^es, health assistants, 
and a nutritionist to provideconsu!tation regarding 
child growth and development, safety, nutrHicn, 
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vision, hearing, and dental screening, and evaluation 
of immunization histories. Health education programs 
are offered at the request of day care sites for staff 
students, and parents. 

The bepartment is divided into three divisions: 
city, county and regiohal. The city and county divi- 
sions provide general day care health services includ- 
ing training for communicable disease prevention; and 
the regiont.! division provides specific communicable 
disease services w'lich include monitoring, education, 
and intervention when there are outbreaks of com- 
municable disease iri day care settings. Collaboration 
and coordinatiort of services occurs at the staff le\ el. 
Current staffing in the city division consists of 1:75 
FTE public health nurses, 1.0 FTE community health 
serv! -s representative and .25 FTE nutritionist: Staff- 
ing in u,^ /ounty division is 1.0 FTE public health 
nurse and LO i /E community service representative. 
There is 1.0 FTE public health nurse in the regional 
division. Together, this staff provides a broad range of 
public health services to the Seattle-King County day 
care community However, the remainder of this paper 
will address specific activities carried out in the areas 
of accident prevention and communicable disease 
management. 



COMMUMGABLE DISEASE AND ACUTE 
ILLNESS MAMM^EMENT 

^^^^ for children in group settings raises 

numerous health cdricerns, the chief one being com- 
municable disease transmission. Although data are not 
conclusive to be able to assess the relative risk of infec- 
tion among children in day care settings compared to 
those who are not, outbreaks of important infectious 
diseases in child day care sites have led to valid con- 
cerns about communicable disease in these settings. 
Since 1982 the child day care staff and the staff of the 
health department's epidemiology section had noted 
both an incr^^ase in occurrence of serious illness in 
child day care settings and an incicasing burden of 
questions regarding this topic from day care directors, 
parents^ and health care providers. A community 
meeting among child day care providers and health 
department staff held in April of 1984 in the city of 
Seattle revealed not only a great deal of concern 
among child day care providers regarding com- 
municable disease, but confusion over appropriate 
preventive health measures, lack of support from 
parents and health care providers, and a ! 'ck of 
resotirces for gaining assistance . -ith chese problems: 
A survey coiiducted in the summer of 1985 confirm- 
ed the results of the April, 1984 meeting and esta- 
blished that child day care sites should deal with illness 
management on a daily basis, that there is a need for 
child care services for ill children, and that there is 
seasonal variation In the need for such sen^ices. Based 
on these data, the Seattle-Kirigf County Department of 
Public HeSth set out to meet the following needs con- 
cerning illness prevention and management: 

-- Lack of knowledge among child day care pro- 



videirs, parents arid health care providers regarding il- 
lness preverition and illness reporting. 

2 . Lack of formalized health poiicies in most child 
day care facilities. 

3 . Lack of alternatives providing for the cure of* 
ill childre . 

4 . Lack v>: a Jatabase regarding disease frequency 
and the det^rrrriinants of disease. 

The approaches required lO meet these n'^eds 
required that the health department consider its staff- 
ing constraints, the large number of child day care 
sites, and the frequency of staff turnover at these sites. 



IMPI EMENTATIQN 

To accomplish the above tasks it was determined 
that additional staff was needed. In the summer of 
1934, requests for additional staff were made to the 
city and county councils. These ."eqr.L were sup- 
ported by statistics collerted by Sc^*tlc-King CoUnty 
Department of Pubic J v- cUiff; 5Uf ^i:/ort from day 
care providers, parents, e local pres.s; r ud copies 

of comttiUriicable disease a: t/cies that had been sub- 
niitted to scientific jourriaL. by health department 
staff. These^ requests were met and were critical to 
our success. 



A HEALTH HANDBOOK FOR 
DAY GARE PROVIDERS 

In March of 1985 a nur.se epidemiologist was 
hired to resi^ond to the steadily increasing conceras 
and requests for information concerning com- 
municable disease prevention and cdhtrpi at child day 
care centers and to handle the complexities of illness 
preverition and control. The first priority of this new^ 
riUrsing role was to expand the knowledge arid 
resouices available regarding .Iincs.s and its preverition 
in fiild day care settings. The nurse epiderriiologist 
IS avafJable by telephone arid is available to rriake visits 
to child day care sites. The riurse epiderriiologist has 
developed a day care illriess risk assessment guide that 
has been used at numerous 'Educational programs 
sponsored by the nurse epidernioldgist arid the child 
day care nurses. 

It took two years to develop the Child Day 
Health Handbook, a general health guide written 
health depar imenr staff arid reviewed by riUni/jrc « 
child day care pn iders and heu. '1 care provid*?rs. A 
professional writer ir^d illustraior orgariized the 
materia^ to Vi\7!" i it as user frieridly as possible. The city 
arid county governinerits paid for the printing and 
distribution of the handbooks free of charge to 
iicerised child day care sites. The handbooks have 
been enthusiastically received, referenced frequently, 
and have contributed to an increase in illness reports 
and a more standardized approach to illness manage- 
ment. Although the guide contains information about 
a variety of health related topics, approximately one 
half of the handbook contains material on illness 



preveritiori and rrianagemerit. Six comniuriity-wide 
programs were held to introduce the handbook to the 
day care commurtity. Child day care nurses often use 
the handbook as an entree for \\*orking with child day 
care sites. (See Figure 1) 

Figure 1. 
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Discussions regarding illness management among 
health ^irnartment stijff revealed many differenC' ; of 
opinion: . To eliminate confusion and to standardize 
the Health department's approach, the nurse 
epidemiologist in collaboration with other health pro- 
fessionals developed a day care illnes.s protocol that 
described the il! its significance in child day care, 
pertinent control measures, and models of letters that 
could be adapted rc> Inform pareni.s of an illness expo- 
sur.*^. This product has facilitated illness management, 
and has decreased response time. It i.s anticipated that 
most of the letters to pare irs iricluded in the proioco) 
will be packaged tojgether andjgiven to the child day 
care sites jnd that the protocol will be Used as a tool 
to educate areii health care professionals regarding ill- 
\ss in child day care .sites. Two inserviccs have been 




offered to health dep^ regarding illness 

prevention in child day care sites. 

With an improved and stable staffing ievel, 

more opportunities have presented themselves 
for problem identifi^^ planning. One result 

of this extra planning time is the development of cur- 
riculum guides that would allow any of the day care 
nurses to present informatidri on a variety of health 
related topics. 

Ah active disease reporting system to detect 

Haemophilus influenzae type b invasive disease and 
meningococca[disease was established with two area 
hospitals that have large pediatric units. The nurse 
epidemiologist tejephones the two major pediatric 
units in the area twice a week to obtain disease data. 
In 1985 this system detected 33% more instances of 
these ninesses than in 1984. This system has allowed 
the health department to respond more quickly to 
questions regarding prophylaxis. 

Contacts with King County Medical Society 
members, articles through the health department's 
Epi-Log, and participation in medical and nursing 
educational programs have provided the health 
department with opportunities to influence com- 
munity practice and promote prompt reporting of day 
care related illnesses: Day care staff have provided 
student practicums for the University of Wa^;hington 
Schools of Nursing, Medicine, and Public Health. 



GRTTICAL ISSUES 



priedf the curriculum plans being developed in 
collaboration with Washington Staters day care licens- 
ing program is on health policy development. It is used 
in a variety of educational programs: The need for this 
curriculum was established by requests received from 
child day care sites and our observations of need. 

The nurse epidemiologist has supported the 
effons of a local day care center to establish a child care 
site for ill children. Since families have become so 
dependent on child day care; childhood illness 
presents a crisis for most families: The health depart- 
ment will support appropriate proposals jor illness 
care and will act as consultant to programs wishing to 
establish alternatives for managing care for ill children. 

During the summer of 1985, a pilot study was 

conducted to test a disease rep :>rting system. Based 
upon comments received and discussions with admin- 
istration, a formal disease , . sporting :;ystem v^s 
established in February, 1986. This system provides a 
baseline on illness occurrence in day cari^ grants op- 
portunities for early recognition of Illness, and pro- 
vides the opportunity for the health department to 
inform day care sites about the occurrence of \^rious 
communicable diseases in the community To provide 
the day care sites with feedback on their illness reports, 
the health department publishes day care com- 
municable disease surnmaries in a day care newsletter 
that is circu'.ned to all licensed child day care sites and 
to other interested parties. 



STRENGTHS OF THEM3GJRAM 

Certainly most of the health department's accom- 
plishments in this last year can be attributed to an inter- 
disciplinary staff that works collabbratively A suppor- 
tive administration has contributed to the existence oif 
this staff by providing the ftinding for extra positions, 
providjng time for meetings and funding for educa- 
tional materials. 

The materials developed and the health depart- 
ment's approach to child day care sites have made the 
health department's day care staff welcome and 
trusted visitors to child day care sites. Further evidence 
of this is that the staff are actively sought to give 
presentations to day care sites and to answer questions. 



-PROBLEMS OF IMPLEMENTATf QN 



Given the large number of child day care sites in 
^County and the health department's current staff- 
ing level, every child care site cannb! receive the per- 
sonal touch. Since child day care centers care for the 
largest number of children in one spot, one- on-one 
on-site consultation has been available to the day care 
centers and mini-centers^ It can not be overlooked that 
most of child day care occurs in day care homes. To 
reach these sites with ijmited staff requires the use of 
audiovisual materials, existing community resources, 
and the telephone: Although these various means of 
reaching these programs have been used, it is difficult 
to evaluate the effectiveness of the health department's 
efforts. Also frequent day care staff turnover requires 
periodic repetition of educational programs. Since day 
care licensing's staffing is even more restrictive than 
the health depai:ment*s and since our focus differs, 
difficulties have been experienced in gaining day care 
licensihg's support and input. 

Disagreements within the health department 
regarding the implementation and the scope of the day 
care illness reporting system have delayed its in -ep- 
tion. Originally the surveillance system was concep- 
tualized as being a county- wide program. Budget and 
staffing constraints toned down the enthusiasm for a 
large scale ilJness retDorting system. Discussions involv- 
ing the rhpde and frequency of reporting and how the 
data would be utilized revealed a variety of opinions 
on the purpose and the scope^f surveillance. Early 
agreement was reached on the importance of an illness 
surveillance system as a means evaluate the effec- 
tiveness of the day care program. 
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Since implementing the communicable disease 
and acute illness management program, the volume 
of calls received by the Seattle- King County Depart- 
ment of Public Health regarding illness in child day 
care settings has increased, in ^985^ approximately 
400 calls v^ere handled by tf ; - day care nurse 
epidernidlogist, and 101 illness outbreaks were 



detected. This compares with 79 outbreaks detected 
in 1984 and 41 outbreaks in 1983. The general day care 
nurses detected 81% more day care related illnesses 
than in 1984. It is felt that the increase in illness out- 
breaks detected may be due to the health department's 
efforts in making day care centers more aw^re of illness 
conditions for which they should seek help and where 
they may receive that help. It is anticipated that once 
the day care illness reporting system is initiated both 
the volume of calls and the number of illness out- 
breaks detected will again double. 

Efforts made have resulted in more requests from 
day care sites i^nd other child care providers for train- 
ing and consultation. For example, the healrh depart- 
ment staff have been acting as consultants for a child 
day care wishing to establish a sick child care program 
and have been providing assistance to a program that 
trains_nannies. 

The handbook has received national recognition. 
At least three hundred copies of the handbook have 
been sold in a total of 12 states, The handbook w^as 
presented at the American_Public Health Association 
meeting in November, 1985 and has received positive 
acclaim from Centers for Disease Control. 



ACCLDENT PREVENTION/ 
FIRST AID TRAINING 

Accidents and injuries are the leading caysc of 
death in children agesonejhrough five. Over the last 
fifty years, deatjis from other causes have decreased 
significantly while injury deaths have shown only a 
slow; srnail decline. Riyara demonstrated that nearly 
one-third of the traumatic deaths in children are 
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preventable through the implementation of currently 
available strategjes.' A significant number of day care 
staff have little or no training in_early childhood educa- 
tion and development, let alone specific strategies to 
prevent injury Furthermore, there is a tremendous 
turnover of day care staff which means that training 
needs to be cdhtihuousiy avajiabie; in the State of 
NX^shirigtbri, first aid and CPR tmining are required by 
>X^ashington State Day Care Licensing Requirements, 
but the law states that only one individual trained in 
first aid and CPR needs to be present at any given time: 
There is no similar training requirement for safety and 
accident prevention. 

However, Washington State Day Care Licensing 
regulations address environmental safety of the day 
care facility and require that poisons be locked up and 
out of reach and that children be adequately 
supervised. 

Arbnson found that the products most frequently 
associated with the most severe injuries in day care set- 
tings were, in descendinjgrank, climbers, slides, hand 
toys and blocks, other playground equipment, doors, 
indoor floor surfaces, motor vehicles, swings, pebbles 
and rocks, and pencils. In this one study nearly two- 
thirds of the injuries occurred on the playground. ^ 



STEPS OF IMPLEMENTATION 

Accident prevention and first aid training program 
activities have occurred in three areas: 1) first aid train- 
ing for day care providers, 2) accident prevention and 
safety training for day care providers and 3) safety 
audits of day care facilities by environmental health 
staff. The Seattle-King County Department of Public 
Health has offered first aid training classes to day care 
staff for about nine years. Many day care staff would 
use the Health Department training to supplement the 
Red Cross first aid training which they had attended 
in order to meet State cf Washington licensing require- 
ments. A significant demand for Health Department 
first aid classes developed because the Health Depart- 
merit classes contained more content about comrnon 
childhood injuries and emergencies than the Red 
Cross classes which were standard first aid classes. In 
1983, the Health Department updated the first aid cur- 
riculum and was successful in obtaining Washington 
State Day Care Licensing approyal of the curriculurri 
so that attendance of the Health Departrrient spon- 
sored classes would allow day care staff to meet licens- 
ing requirements for first aid tfairiirig. 

The Seattle-King County Department of Public 
Health currently offers first aid and CPR training which 
is eight hours in length. The first four hours are first 



^Frederick P. Rivara\ AID, MPH\ yTraumatic Deaths of 
Children in the United States: Currently Available Prere?i- 
iion Strategies,'' Pediatrics 75:3, March, 1985, 

^Susah A. Aronson, MD, ' Injuries in Child Care, " Young 
CBimren 38:29, 1983- 
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aid training with emphasis on injuries and emergen- 
cies ericbuntered in young children and are taught by 
a public health nurse:. The second four hours are CPR 
training taught by a Fire Department paramedic. 
Classes are offered either all day on Saturciay or in two 
four-hour sessions on two separate evenings. Public 
health nurses who teach the first aid content arc cer- 
tified as Red Cross First Aid Trainers: In 1985, 230 day 
care providers received first aid training. There is 
presently no charge for the first aid training classes. 

Sieattle-Kin^ County Department of Public Health 
nursing staff who work in the Day Care Health Serv- 
ices Program have developed and presented an acci- 
dent prevention and safety curriculum to da\^ care staff 
and operators. They have entitled it "Safety Considera- 
tions in the Child Care Center and Home" and the con- 
tent addresses accident prevention in terms of pro- 
viding a safe environment and also in terms of 
developmental capabilities of children and the kinds 
of accidents that are common at certain ages. The cur- 
riculum is usually presented on-site at various day care 
facilities to child care providers and to groups of day 
care parents. The curriculum has also been used to 
train community college jscudents who are in the earl\' 
childhood education programs. Day Care Health Serv- 
ices Program staff have also developed a curriculum 
for three, four arid five year olds entitled "Feeling Safe". 
The objective of this curriculum is to promote safety 
awareness in preschoolers. 

In 1984, the Seattle-King County Department of 
Public Health reorganized a small portion of environ- 
mental health services to create a pilot program called 
the Home Hazards Program. The intent of the program 
was to provide a rion-regulatory service to home 
owners and renters which would provide them with 
an on-site home safety audit performed by an environ- 
mental health specialist arid to provide information 
about accident prevention arid disposal of toxic 
household wastes such as pesticides and motor oil. 
The Home Hazards Prograrn services were extended 
to day care facilities in 1985. Services are voluntary and 
non-regulatory Day Care facilities arejnfbrmed of the 
service by mail and by referral from Day Care Health 
Services Program staff. 



STRRNGTHS-OEJHE PRQJECTS 

The strengths of the first aid training classes are 
the following: 1) they serve as a "drawing card" to 
introduce day care staff to the Health Departrnent and 
other services which are available through the Day 
Care Health Services Program and 2) the first aid train- 
ing curriculum is specifically designed to meet the first 
aid iriforrriation needs of day care providers who have 
youri^ children in their care. 

. The strength of the accident prevention cur- 
riculurhs arid of the home hazards safety audit is that 
standardized, consistent and comprehensive 
approaches have been developed to address the topic 
of accident prevention and safety. A standardized 
approach is the first step toward beginning to evaluate 
I effective iriteirveritibri strategies. 

ERJC 



The Horrie Haz-iirds Program staff has also found 
that brice.day care dperatbrs learn that the program is 
riori-regiilator\', ihe\' seem to open up and feel more 
free to ask questions about how they can inake their 
facility more safe. Home Hazards Program staff have 
also been sensitiN'e about coming up with suggestioiis 
that cost little or nothing to the home owner or day 
care operator. 



PROBLEMS QF ^MPLEMENTATION AND 
HOW THEY WERE ADDRESSER 

The Seattle-King County Department of Public 
Health initially encountered some difficulty in gain- 
ing approval from Washingiori State Day Care Licens- 

for the first aid curriculum which had been 
developed. Final approval of the curriculum was ob- 
tained after State licensing staff reviewed the cur- 
riculum and with the stipulation that Health Depart- 
ment staff who teach the curriculum be certified by 
the Red Cross as first aid trainers. 

Th^.^J'e were no major obstacles encountered in 

using the accident prcx entiori and safety curriculums 
to tniin day care staff arid pareriis. The safety cur- 
i;icujum designed for use with preschool children has 
not yet been used at the time of this publication. 

The Home Hazards Program has encountered 

two main problems which remain unsolved. Requests 
froni day care operators ai id staff for safety audits have 
not been great and future funding for the prograrn is 
uncertain. At the present time, the program is funded 
by Community Development Block Grant Funds, 



RESULTS 

Demand for first aid trainirig has been very good. 
The classes which are held in various locations in the 
City of Seattle attract day care operators and staff from 
throughout King County In 1985^230 day care pro- 
viiders received first aid training. Classes are offered 
'ibout once a month with attendance from twenty to 
thirty individuals per class. Classes are usually 
suspended for two months during the summer. In 
1985, the Home Hazards Program performed safety 
audits in ten day care centers, two day care homes and 
six foster care homes. The most common hazards 
identified in order of frequency were electrical 
hazards, fire and burn hazards, fall hazards and a 
malfunctioning smoke alarm or no smoke alarm. 



EVALUATION 

The first aid curriculum needs to be updated in 
1986. Plans are underway to review and consider using 
curriculums which have receritly been developed for 
child care settings by a Red Cross chapter in San Jose, 
California and by the Health, Department in Min- 
neapolis, Minnesota. Day Care Health Program staff are 
interested in an approach which presents information 
on minor first aid as well as first aid for serious injuries 
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and also in developing a refresher first aid curriculum 
for those day care staff who have already taken the in 
itiai course. 

The American Red Cross in King County does not 
currently use a curriculum which specifically 
addresses the needs of child care prov[ciers. Once the 
San Jose, California Red Cross first aid curriculum is 
received, the Seattle-King County Department of 
Public Health intends to share the curriculum wkh the 
local Red Cross to see if they hi/.ve any interest in 
using it. 

Evaluation strategies need to be developed to 
measure outcomes of the accident prevention and 
safety training cur^iculums. At the present time, a pre- 

P9^^ testjs administered but no summary dsm are 
available from these tests: 

The future of the Home Hazards Progra::i is 
uncertain because of potential funding reductions: if 
the program is eliminated, hopefully the audit ; ro- 
cedures could be integrated into the existing Day Cure 
Health Services Program. 



RECOMMENDATIONS 

It is appropriate for local health departments to 
be involved in providing services to child day care 
sites. The health department believes that these serv- 
ices should be limited to providing education and con- 
sultation and technical assistance, and that regulation 
should remain in the hands of the state government. 

/. Surveillance systems to track day care illnesses 



and environmental accidents need to bem place: This 
information will provide public health professionals 
with baseline information about the problems and can 
serve as one way of measuring the effectiveness of 
intervening. 

2 . bay care staff and parents need to know how to 
create a safe and healthy environment for children. 
Education and consultation on illness management, 
accident prevention and first aid should be developed 
and presented in an organized, planned format. 

3 - Illness and accident prevention curricula need to 
be developed and evaluated for effectiveness. 

4 . _ Local health departments should recognize that 
child care settings are Unique epidemiologic en- 
vironments; arid that health departments have a role 
in providing prevention prdgrariis. 

5- Guidelines for excluding the ill child from day 
care should be refined and standardized. 

(5. First aid training for child care providers needs to 
be tailored to meet the unique problems they will en- 
counter while caring for young children. 

7. The day care industry needs to be regulated and 
monitored in order to ensure children are in safe and 
healthy environments with adequate supervision. 

The day care program at the Seattle-King County 
Department of Public Health has had great success due 
to the support it has received from the day care com- 
munity, health department admim strati on, and its 
committed, concerned and knowledgeable staff: 




SUMMARY COMMENTS 



he profiles of innovative public health activi- 
ty concerned with the health of day care 
children and presented in this report speak 
for themselves. Collectively we believe they say that 
exciting public health involvement is jaking place all 
over America with a variety of approaches being tested 
in many different locations. The^ primary purpose of 
this project to report a sampling of things that 
were occurring: We believe this reporting will con- 
stitute a dynamic for further innovative actions in an 
increasing_number of locales: 

To conclude this report we have asked the four 
professional consultants to the project to make a sum- 
mary comrnent on the Profile Conference and to sug- 
gest future directions. 



GEORGE STERNE, M.D. 

Dir. Sterne elected to comment on the need for 
the public health field to become increasingly aware 
of the problems of dealing with the health of the day 
care child. 

"Day care offers unique oppottur ities for public 
health practitioners to improve the health and safety 
of children by providing access to large numbers of 
children at an early age, when interventions are like- 
ly to be effective. 

'There is no question that day care is here to stay. 
Increasingly higher percentages of mothers of 
preschool children are entering the work force and 
there is no evidence that this trend is likely to decrease; 
all projections are that the percentages and numbers 
will increase in the near future. The key question is 
not 'Will we have daycare?,' but 'What kind of day- 
care will we have and what can we do to protect 
children in day-care?.' 

'Tublic health practitioners come from a varie- 
ty of disciplines, incjuding epidemiology, maternal and 
child health, nursing, nutrition, child development, 
sanitation and environmental safety all of which are 
important in day care: Through their relationships 
with government entities responsible for licensing, 
environmental safety infectious disease control, etc., 
public health practitioners have access to children in 
day care: in these various roles they can be instrumen- 
tal in the most important aspect of public health: 
prevention of illness and injury to children in day care. 

"Prevention may be in the form of insuring a safe 
physical environment by use of recommendations and 
requirements regarding fire hazards, playground 
equipment, food handling, sev^ge disposal, transpor- 
tation safety, immunizations, etc The ed jcation of day 
care providers in basic safety prevention, first aid, 
sanitation, hygiene, food handling, nutrition and child 
development also improves the status of children in 
day care» 

**Ehforcing requirements for appropriate immuni- 
zations and tuberculin screening of children in day 
care and among day care providers lessens the risk of 
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spreading infection: 

"Recognition of pire-existing c6h':!itibhs: or those 
acquired during the time tiie eni:ci is in day care, with 
appropriate referral may result in earlier treatment than 
otherwise wotild have occurred. 

"Screening for vision, hearing, growth and 
dcvetbpmeht, can be incorporated into day care 
routines with appropriate referrals resulting in earlier 
appropriate treatment. 

Treatment in the form of first aid; symptbrhatic 
treatment of common minor respiratory, gastroin- 
testinal and skin prbblems; and emotional support 
for disturbed children can be managed in a good 
day care environment with the support of public 
health specialists. 

"Day care centers in particular have been seen as 
sites where infection and child abuse problems have 
begun. However, the role of public health practitioners 
working with day care providers in preventing, 
recognizing and ameliorating these conditions has not 
received appropriate attention. 

"Particularly in the mariagement o^ outbreaks of 
specific diseases^ e.g. Hepatitis A and Haemophilus 
influenzae type b infections, public health epidem- 
iologists, nurses and physicians arc the only ones in 
a posLiion to see that appropriate measures are carried 
but. But because of varying opinions, they almost 
never all a^ree on what should be done. 

"Public health practitioners, by nature of their in- 
terest^ education, and experience are especially 
qualified to work with day care providers in minimiz- 
ing the dangers to and rnaximizing the opportunities 
for positive intervention for the health and safety of 
children in day care." 



- - -GLEN S. BARTLETX M P. 

In a selection from Dr. Bartlett's commentary, 
recommendations are made with special reference to 
"regulation of day care facilities by individual states." 

"(3n the ba^^is of these papers and the discussions 
related to them, the following are general recommen- 
dations relating tb the regulation of day care facilities 
by individual suites. 

• There should be a more consistent and uniform 
definition among the states bf the major subtypes 
of day care facilities — family day care homes, grbup 
day care centers, and preschool programs— to 
facilitate the development o/ appropriate guidelines 
for regulatibn and operation of such facilities and for 
the comparisbn of results of epidemiologic and 
other studies relating to day care facilities. 

• There should be a set of uiiiversally accepted stand- 
ards for the operation of day care facilities, such as 
the guidelines recently developed by the American 
Academy of Pediatrics, on which the individual 
states can base their regulations. 

• There should be a clear location of responsibility for 
the regulation bf day care services within each state's 
administrative structure. If responsibility is shared 

oiig separate agericies or seplarate divisions within 



one agency, this should include a single site of tinal 
responsibility* for all .aspects of day care regulation. 
If possible, the site of "Hnal resporisibility" should 
be located in the Department of Health within 
each state. 

• The division responsible for regulations of day care 
services needs visibility and credibility within its 
own agency and among other agencies relating to 
the reguiation of day care services. 

• A functionai and administrative distinction heeds to 
be made between the promotion of day care serv- 
ices and the regulatipri of those services in order to 
avoid possible conflicts of interest. 

• There needs to be adequate and stable funding of all 
regulatory and mandated activities i: the area of 
child day care. 

"^r^.a^dition the following recommendations for 
the agency involved in the regulation of day care 
facilities are offered: 

• There should be a clear legal mandate for the regula- 
tion of all aspects of day care services. This mandate 
should be embodied in enabling general legislation 
allowing for the development of specific guidelines 
through regulations. For example, the enabling 
legislation can refer to 'current health .screening 
guidelines of the American Academy of Pediatrics* 
or yeflnitjons and procedures as embodied in ap- 
plicable chjldabu/e laws; while the derived regula- 
tions can spell out the guidelines or procedures and 
how they are to be implemented. 

• Gurrent reguiatjons should be applicable statewide 
and should be based on 'state of the art* guidelines 
relating to health, nutrition, safety health and 
developmental screening, and developmental 
stimulation of children in day care. 

• The regulatory agency should have the legal authori- 
ty (or 'police powerj to implement the regulations 
universally; including the authority to close non- 
conforming day care settings for cause. 

• There should be esmblished procedures for periodic 
review of existing day care regulations and 




rnechanisms to revise the regulations as needed. 
These rnechanisms should be widely publicized and 
the regulation and revision process should invite and 
consider public comment from affected day care 
facilities regarding their needs and jDrobiems, 

• Regulation of the three major types of day care 
services— family day care homes, group day care 
centers, and preschool programs— should be cen- 
tralized in one agency, or clearly defined interagency 
agreements should be developed recognizing and 
defining joint and separate responsibilities. 

• Cooperation is essential between state, county and 
municipal regulatory agencies, including a sharing 
of expertise in areas of regulatory inspection, health, 
safety and child development. The development of 
manuals explaining the implementation of appli- 
cable regulations, documentationof regulatory func- 
tions, and accduntability as to the adequacy of per- 
formance of regulatory functions are essential to this 
joint activity 

• There should be computerization of licensing 
records at a single central state level to facilitate 
record keeping and to expedite the regulatory 
process. 

► Mechanisms should exist to identify outbreaks of 
infectious disease and procedures for intervening to 
limit the secondary spread of disease. Procedures for 
treatment of disease or folr prophylaxis against 
disease, e.g. Haemophilus influenza meningitis, may 
need to be embodied in regulations with enforce- 
ment powers as knowledge of disease treatment and 
prevention expand. 

There should also be mechanism - to implement 
child abuse, neglect, andsexUal abuse identification 
and referral procedures, consistent with applicable 
state laws and regulations. 

The regulatory agency should assume responsibility 
for updating day care administrators and center per- 
sonnel on advances in health, safety and child 
development^ directly or through other organiza- 
tions: They should also consider requiring as part 
of its regulatory function ihe demonstration that 
center personnel are keeping abreast of advances in 
fields relevant to their day care activities. 

"These recommendations are by no means ex- 
haustive. Other readers may very appropriately reach 
other conclusions and are encouiTiged to do so. Never- 
theless, these recommendations and this report are of- 
fered as a starting point. Or perhaps more correctly 
a continuation point for advancing the lole of public 
health professionals in the field of child day care." • 



SUSAN ARQRSQN, M P 

During the conference. Dr. Aronson identified 
"improving the quality of child care*' as the common 
goal. She recomiiiended that agencies working with 
child care programs use an integrated data manage- 
ment irformation system to link monitoring, licens- 
ing, training, policy, and resource development. 
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* At the day care site nieasurement of perforiTia^ 
based oil clearly defined criteria is a form of jcchnical 
assistance. For the most pa rt^ child day care providers 
aie eager to give safe and healthy care to children in 
their care. However, they must first understand what 
constitutes such care, and requests for change rhust 
be reasonable under the operational constraints of 
their programa. Enforcement ^iso requires consistent 
and objective observations based on unambiguous re- 
quirements. Capricious, subjective interpretations do 
not hoid up in court; Both monitoring and enforce- 
ment benefit from use of an objective assessment tool 
based on clear and specific regulations, indeed, a good 
test of the enforceability of regulations is to attempt 
to draft a set of objective measures from them. 

''In addition to the benefits of an instrument 
based system for working with individual day care 
sites, aggregations of data for multiple si^es reveals 
generic problems and identifies sites whose successes 
might be sliared: Aggregations of instrument based, 
data on compliance facilitates analysis of patterns of 
compliance in communities, regions, states and the 
nation. New resources may be needed and regulatory 
or policy changes required, to permit the day care sites 
to achieve desired compliance. The effect of interven- 
tions aimed to change the level of compliance can be 
measured by changes in instrument based data. 

*To collect useful data, an instrument must be 
developed which defines the criteria of measurement 
clearly and acceptably to the providers, compliance 
officers and technical experts alike. Such an instrument 
requires the recording of directly observable perfor- 
mance wherever possible, relying on documentation 
and responses of participants about performance only 
where direct observation is impossible. Items should 
be weighted by a consensus process so that dangerous 
non-compliance is flagged. Inter-rater reliability and 
validity of findings collected by such an instrument 
must be verified before putting the instrument into 
widespread use. 

'After the development of a comprehensive 
evaluation tool, a subset of items v^hich best predict 
compliance with the title set of iterhs can be identified. 
This subset, or indicator checklist, can be Used as a 
screening tool tojp-ake the most efficient use of limited 
staff resources. Those programs which score poorly 
on an indicator checklist can be investigated in greater 
depth using the comprehensive instrument. This type 
of site instrument and consensus building has been 
used in several states with measurable improvement 
in day care program quality attributable to the instru- 
nient development process itselP. 

"The specific details on the methoJology for 
design and use of an instrurrient based data system are 
contained in a series of papers, including samples of 
instruments used for day care licensing and monitor- 
ing, available from Richard Fiene, PH.D., Director of 

^ Fietie, Richard and Nixon, Mark, ne Instrument Ba^^^ 
Monitoring Information System and the Indicator 
Checkiist for Child Care. Child Care Quarterly, 14(3), Fall, 

im.p.20). ^ = 
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Research and Inforrriatibri Systems, Office of Children, 
Youth and Families, 1514 North Second Street, Har- 
risburg, Pennsylvania. 17102. 

"Many public health departments have Untapped 
potential for creative assistance to day care health and 
safety problems. We have seen exampks presented as 
models which include licensing only, dUtreach con- 
sultation, training, dissemination of materials, work 
with providers only and work with providers, parents, 
health professionals and other community members. 
Whether as the direct monitor of the quality of day 
care or as the source of technical assistance on health 
and safety problems, health departments need a clear 
definition of the status of the day care programs and 
the chiidren they serve. To target limited resources, ob- 
jective measures of need, not just 'wish lists or wants^' 
must be obtained. Without objective, systeniatically 
collected data, neither day care providers nor site 
rhonitbrs will be able to iriake rational choices about 
where help is needed. The most effective heajth 
department programs have in some measure started 
by assessing the needs for service in the communities 
they serve. With an objective and continuous process 
of assessment, health departments can^rrieasure the 
effectiveness of interventions and fmd new needs: 
However, resources will alx^^ys be limited so providers 
and consultants, those setting and enforcing stancferds 
need to focUs on strategies to improve the quality of 
child day care for the greatest numbers of children ." 



Dr. Chang elected to comment on community 
organization aspects of public health involvement in 
tiie health of day care children. 

"in the past five years there has been a gratifying 
increase of interest in the health and safety aspects of 
child care programs. The selected profiles of model 
projects depicted in this monograph, both at the state 
and local level, attest to the strong dedication and 
creative imagination of responsible health profes- 
sionals in these public health agencies. 

"Yet these (with the exceptibn of the Kansas 
Department of Health) are just beginning efforts, and 
much more needs to be done. Public health agencies 
have a long and successful tradition of assessing the 
child health needs of a community and of formulating 
service delivery systems to rneet them. They have to- 
day a unique opportunity to become involved in the 
health promotion of thousands of young children 
enrolled in child day care progr.ims. 

Recommendations, identified Needs and 
Suggested Activities 

1 . There is a neerj for a broader-based societal con- 
cern for the health and safety aspects of child care pro- 
grams. Public health agencies should play a leadership 
role in formulating this concern. 

Suggested activity: Establish a ''Health in Child 
Care" Committee (state or local leve^) to serve as 
a forum for discussion, exchange of views, and 
problem solving: 



2._ There is a need for recognition of the health and 
safety aspects of child care as important public health 
topics. Public health agencies should 
in thesv- aspects as legitimate and priority areas 
of concern. 

Suggested activity: Establish a '^Child Care i lealth 
Section or Project" within the administrative unit deal- 
ing with maternal and child health services. Participa- 
tion from other administraiiv^e units such as com- 
muhicable diseases, nutrition services, environmen- 
tal health, public health dentistry etc. is essential. 
3. There is a need for increased involvenient by 
health agencies and health professionals in the health 
and safety aspects of child care; Public health agencies 
should play a leadership role in the planning, develop^ 
ment, and implementation of health and safety related 
activities that can benefit children and families served 
by child care programs. 

Suggested activity: The proposed "Child Care 
Heilth Section or Project" should address these issues 
and lead in the planning and impJementation of health 
and safety related activities involviiig children in child 
care programs. 

4 There is a need for greater interest and involve- 
ment in child care programs by health professionals 
from the private sector (physicians, dentists, nurse 
practitioners, nurses, physician assistants, nutritionists, 
social workers, health educators, etc). Public health 
agencies should serve in a catalyst and liaison role with 
the private sector. 

Suggested activity: The proposed "Child Care 
Health Section or Project" invites the input and par- 
ticipation of health professionals from the private sec- 
tor by joint meetings, workshops, conferences, and 
joint involvement in specific task forces or ad hoc 
committees, e.g. management of mild illness, injury 
prevention, etc. 

5. There is a need for research data, both from the 
epidemiological and the health care delivery system 
point of view, on child care programs: Public health 
agencies should initiate or collaborate in research 
activities which will generate necessary information, 
e.g. incidence of illness and/or injuries, nutritional 
status, nutrition services and education, care for the 
special needs child, dental health, etc 

Suggested activity: Public health agencies should 

initiate or participate in specific research activities 
which can generate this epidemiological or health care 
delivery system data, e.g. studies on the incidence of 
illness and injuries, cdmpJiance with recornmended 
health screening tests, nutritional surveillance, etc 

_ There is a need for the development and imple- 
mentation of national health and safety performance 
standards in child day care programs. Such standards 
can serve as models for state regulations and licens- 
ing requirements. Public health agencies should play 
a leadeRhip role in the development of these perfor- 
mance standards and assist in the implementation of 
a number qt demonstration programs. 

Suggested activity: Public health agencies should 

collaborate with prdfessibrial assdeiatibns, e:g;. 
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American Academy of Pediatrics, American Public 
Health Associations, etc and gbvernriiehtal agencies, 
e:g Federal Division of Maternal and Child Health, Of- 
fice of Child Development, etc. in the development 
and field testing of these performance stahdarcis: 



A£QNCLUDING NOTE 

We deeply appreciate the willingness of the con- 
sultiirits tbgobeyond the *tall of duty" and make these 
comnleiits. The comments in a sense are complemen- 
tary to the profiles. They seem to help validate the 
operational goal of the project, namely the diffusion 
of innovative public health actions in behalf of day 
care children and their parents: The comments also 
give a sense of direction to the next steps and 
enumerate significant challenges like the refinement 
of data collection and its dynamic use in adn^.inistrative 
operations (in a sense isn't it our old friend, 
epidemiological analysis, now applied to the health of 
day care children?). 

Also stressed was the operational challenge of 
achieving optimally good day care regulatory ad- 
rhinistration especially when it is assigned as a respon- 
sibility to the state public health department. We 
believe these comments, like the profiles, will help 
Sensitize the field of public health to specific opera- 
tidn.s that should be undertaken. 

Patrida Schioesser 
Marge Petty 
Norn's Class 
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everal public Health departments, state and 
local, were asted to provide suppiementary 
material.tb their profiles, the response was 
excellent. Actually hundreds of pages of suppiemen- 
tary material were received! Much of it was most 
valuable because it specified how public health 
authorities are becoming increasingly involved in the 
health of day care children. Rather than selecting a few 
exarriples for inclusion in the appendices, we have 
elected to provide arinotated citations of supplemen- 
tary material along with addresses and telephone 
riurribers so that any reader of the profile can find 
more information on topics of interest. [Patricia 
Schloesser, M.D.] 



ARIZONA DEPARIMENT OF 
HF.A;.TRiiERVIGES 

A collection of seven documents provided by the 
Arizona Department of Health Services in their day 
care and child development service operations. 
(Inquiries: Arizona Department of Health Services, 
1740 West Adams Street, Phoenix, Arizona 85007, 
(602) 241-9500.) 

The seven docurhents are titled: 1) Guidelines for 
Choosing a Day Care Center; 2) Clean Hands Book; 
3) "Steps in Growing,' L Arizona State University School 
of Nursing; 4) Parent/Family lrivol vemerit Outline; 5) 
Keeping Baby Healthy: For Use the First 12 Months, 
a questionnaire; 6) Parents: Infant Feeding Guidelines; 
7) KIDBITS, 2 issues. 



CITY OF BALTIMORE HEALTH 
, OF PA RTMENT 



A collection of forms arid reports used by the 
department in providing hearing arid visiori screeri- 
ing service to day care facilities. (InquLries: Baltimore 
City Health Department, Division of Child Day Care, 
303 E. Fayette Street^ Second Floor, Baltimore, 
Maryland _21202, (301) 396-4465.) 

The forms include: 1) Parental Permission for 
Hearing and Vision Screeriirig; 2) Hearing Test Report; 
3) Vision Test Rej5ort; 4) Hearirig Screening Record; 5) 
Titmus Vision Screeriing Record^ 6) Statistical Data 
Gathering Form Relating to Self Help Programs for 
Hearing and Vision Screeriirig iri Day Care Centers. 



CONNECTICUT DEPARTMENT GF 
iiEAUH SERVICES 



ERIC 



A collection of documents relatirig_to the child 
day care regulatory responsibility of the Connecticut 
Department of Health Services. (Inquiries: Connec- 
ticut Department of Health Services, Maternal and 
Child Health, 150 Washington Street, Hartford, Con- 
necticut 06106, (203) 566-5601.) 

For persons interested in state health departments 
as child day care regulators, this set of dociiriierits is 
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cornprehehsive, wel)-fbrmatted and should be educa- 
tiohaUy useful. The collection contains: 1) The state 
day care law as it pertains to centers arid group da\' caire 
homes; 2) state licensing regulations; 3j steps in seek-, 
trig licensure; 4) a joint stateriTierit with Departmerit of 
Human Services reporting on "reflective role.s in 
ensuring and riionitdring the health arid safety of 
children in day care and riiethods of improving the 
service; '* 5) Agreement of Department of Children arid 
Youth Services arid Health Services iri respect to 
actions of reported child abuse arid neglect, and 
children at risk; 6) a department:il public staternent on 
Resources for Technical Assisbince, Health and Nutri- 
tion, as it relates to the child day care licensing pro- 
gram; and 7) a chart on minimal control measures for 
Communicable Diseases in Dav Care Centers. 



CITY OF DALLAS, DEPARTMENT OF 
HEALTH AND HUMAN SERVICES _ 

The Day Care Enrichment Program: A Program 
of Services to Day Care Centers (Publication No. 
84/^5 76). (inquiries: City of Dallas, Department of 
Health and Human Services, Day Care Enrichment 
Program, 4500 Spring Avenue, Dallas, Texas 75210, 
(214)428-1358.) 

This attractive, well-printed leaflet eriumerates 
health services available to day care ceriters iri order 
to promote the health and well-being of the preschool 
child, his family and staff of day care centers. The ser\'- 
ices offered include: 1) immunizations; 2) health serv- 
ices For staff; 3) health education prograrris for 
children; 4) inservice programs for caregivers arid 
parents; 5) children with special needs; 6) hearirig and 
vision needs; 7) communicable diseases; and 8) first 
aid and cardiopulmonary resuscitation classes. 



KANSAS DEPARTMENT OF HEALTH 
AND ENVIRONMENT 

A . A collection of educational materials re la tjng to 
day care distributed by the department. 
(Inquiries: Child Care Licensing Section, Kansas 
Department of Health and Environment, Forbes 
Field, Topeka, Kansas 66620, (913) 862-9360:) 

Titles of the leaflets: l)"Selecting Child 
Care;" 2) "Winning Ways to Talk With Young 
Children;" and 3) "Good Health— A Gift for 
Your Child." 

JB. "Child Wards of the State," Bulletins Nos. 8 and 
9, August— September, 1978, Kansas State Board 
of Health. (Inquiries: see abj5ve:) 

This document is an^ interesting historical 
document recording pioneering efforts of the 
Kansas Health Department in safeguarding child 
care by assuring authority to act: Free xerox 
copies are available. 

C. A collection of documents relating to the depart- 
ment's administrative responsibilities for child 
care regulation: (Inquiries- see above:) 
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This collection of documents includes;. 
1) information sheet relative to categories ()f 
regulated chil^^^^ 2)licensirig rcgistra- 

tidh st:itutcs and regulations; 3) procedures for ap- 
plying; 4) applications and inspection forms; 5) 
provider sel^evaluatiqn forms; 6) health forms. 

This collection of documents should be 
useful for comparative study of state health 
departments as day care licensors. 
D. State of Kansas, ex. rel., William Pringle, County 
Attorney; Barton County, Kansas, Kansas 
Supreme Court Case No. 84-56578-AS. (Inquiries; 
see above.) 

The issue of the staters authority to regulate 
church-sponsored day care facilities is of national 
significance. The cited case is one in which the 
Kansas Department of Health and Environment 
was successful at the State Supreme Court level 
in holding that requiring a church connected 
facility to be licensed is not in violation of the First 
Amendment of the United States Constitution. 



LAWRENCE-DOUGLAS G0UNTY 
4KANSAS) HEALTH DEPARTMENT 



ERLC 



A . A collection of educational materials relative to 
the department's day care regulatory operations. 
(Inquiries: Lawrence-Douglas County Health 
Department, 336 Missouri, Suite 201, Lawrence, 
Kansas 66044, (913) 843-0721.) 

Specific items in this material relate tO: 
j) preappHcation information; 2) safety aspects 
of child care; 3) developmentally appropriate 
play equipment^ 4) investigatory activities; 

5) policies relating to illness of day care children- 

6) health policies; 7) safety; and 8) control of 
infectious diseases. 

State statmes^ regulations and forms may be 
obtained from the Lawrence-Douglas Countv 
Health Department as well as from the State 
Department of Health and Environment. 

B. A copy of the local department's fiscal year 1986 
contract with the state to carry out the child care 
regulatory program at the local level. (Inquiries: 
see above.) 

This document is the contractual agreement 
between the state department and the cdUrity 
health department^ It details the responsibilities 
of each in conducting the child care licensing pro- 
gram in Kansas. 

C. Giardiasis Manual: Detection and Control in Child 
Care Facilities. (Inquiries: see above.) 

. This document is an excellent achieverrierit 
in community education by a local departrrient 
of health. This procedure manual relating to giar- 
diasis was developed after its occurrence in child 
care faciUties in Lawrence: The department had 
assistance from the Centers for Disease Control 
in evaluating the giardiasis outbreak. Copies may 
be_purchased from the department at a price of 
«15each. 



MARIN GGUNTY (CALIFORNIA) 
DEPARTMENT OF HEALTH AND 
HUMAN SERVICES 

A. Marin County— Prc)ject Care for Cliijdrcn, Child 
Kmcrgency and Medical Guidelines, 198(>. 
Onquirics; Mariii CiHiniy^Froject Care* \o\' 
Children, 828 NlissuMi Avehiie, San l<;i(ael, Califor- 
nia 949()1^(41S) 4S4-79S7) 

rhis practicai child ehlergency aiui niedical 
guideline, both ft)r parents and child care pro- 
viders, is well-formatted alld indexed for im- 
mediate practical use. Nineteen f^uideline 
statements are presented: 1) Abdominal Pain: 
2) Biles— Animal and Insects; 3) Bleeding; 
4) Burns; 5) Broken Bones and Suspected Sprain 
fnjuries; 6) Convulsions; 7) Fairitinj^, Shock, and 
tack of Breath: g; 8) Ears; 9) Eyes; 10) Cuts, Abra- 
sions and Lacerations; 11) Choking and Foreign 
Bodies; 12) Headaches and Head Injuries; 
13) Nose Bleeds; 14) Toc-;^ wes and Broken 
Teeth; 15)j:]ommunicable Diseases; 16) Poisons; 

17) Drowning and CPR (Cardio-Pulmonarv 
Resuscitation); 18) Denuil Ernergencies; and 
19) infectious Diseases and Control. 

B. Health Education Protocols for Proviziers of 
Parent Educatipn: CJjildren from Bhth to 6 Years 
of Age (Inquiries: Marin County Department of 
Health and Human Services, Health Education, 
Room 280, Civic Center, San Riifael, California 
94903,(415) 499-6869.) 

This document is an extensive collection of 
client-oriented health education objectives (or 
'^memory joggers") designed for staff who wish 
to give comprehensive care and education, 
including healthy child development and related 
parenting issues, to parents. The education pro- 
tocols represent a two-year project by a Maternal i 
and Child Health Steerin-g Committee, with 
leadership from local health department/health 
education and input from a community group of 
health professionals, parents and educators. 
Another document titled "Parent Health Educa- 
tion Checklists" has been designed to accompany 
the health education protocols in order to plan, 
track and docUrrierit health education activities. 

C A collection of eleven health education booklets 
on child health developed by the Health Educa- 
tion Unit, the Division of Health Services. (In- 
quiries: see above;) 

The titles of these short, well-v^ ritten, and 
well-formatted booklets are: 1) Your Child, Birth 
to 1 Month; 2) Your Cfiild, 1 to 2 Months; 3) Your 
Child, 3 to 4 Months; 4) %ur Child, 5 to 6 
Months; 5) Your Child, 7 to 9 Months; 6) Your 
Child, 10 to 12 Months; 7) Your Child 13 to 17 
Months; 8) Your Child, 18 to 23 Months; 9) Your 
Child, 2 Years; 10) Your Child, 3 Years; and 
11) Your Child, 4 to 5 Years. These are designed 
to accompany HealW Education Protocols 
(Birth— 5 Years): 



MARYLAND DEPARTMENT_QF HEALTH 
AND MENTAL HYGIENE 

tcfiai relating to Maryiand's reiiabijity study in 
inspecion visits. (Inquiries: Maryland Department of 
HeaitH and Mental Hygiene, 201 \Kfest Preston Street, 
Baltimore, Maryland 21201, (301) 225-6744;) 



THE COMMONWEALTH OF 
MASSACHUSETTS, DEPARTMENT OF 
PUBLIC HEALTH 



Two survey documents relating to _Massachusetts 
initiative for health in day care^ 1) Famijy Day Care 
Health Improvement Project and 2) Preschoo[ Health 
Initiative Day Care Center Survey; (Inquiries: 
Preschool Health Program, Division of Family Serv- 
ices, Massachusetts Department of Public Health, 
150 Tremont Street, Boston, Massachusetts G2ii5, 
(617) 727-0944.) 

These two instruments were utilized by the 
Public Health Department to assess needs and in 
policy planning. 



IS HEALTH DEPARTMEN^ 



A. A collection of three leaflets (flyers) announcing 
the availability of slide preseritatiohs relating to 
child care. (Inquiries: Minneapolis Health Depart- 
ment, 250 South Fourth St_reet, Minneapolis, Min- 
nesota 55415 (612) 348-2700.) 

The three slide preseritatidns ("educational 
tools for the child care prbfessionar') are con- 
cerned with: 1) common childhood illness; 
2) minor first aid; and 3) child abUse/rieglect. 

B - Survey of health services for child health centers. 
(Inquiries: see above.) 

This is ah on-site survey instrument designed 
for use by the public health riUrse. The record 
form provides for *_*plah for improvement*' and 
"time frarhe for deficiency rioted.** The survey is 
part of a cdniprehensive record maintained for 
child care centers. 

C Child Health Guidelines. (Inquiries : see above.) 

A manual preseritirig comprehensive 
guidelines in the areas of health, safety, abuse, 
nutrition, food handlirig, arid child care. Sample 
forms are also iricluded. 



MISSISSIPPI STi 



A collecjion of documents relating to regulations 

and nutrition guideiihes. (Inquiries: Mississippi State 
Board of Health, R0. Box 1700, Jackson, Mississippi 
39205,(601)982-6505.) 

A. Regulations governing Licensure of . Child 
Care FacHlties, Miss. Department of Health, te- 
viscd 1986. 

«. Minimum Standards for Nutrition Care in Child^ 



Caire Facilities, Miss. Departnlerit of Health, re- 
vised 1986. 

C. GUideliries for Nutrition Evaluatiori Visits Based 
dri Child Caire Regulations. 

D. Quideliries for Cdriductirig Nutrition Evaluation 
Visits iri Child Caire Ceriters. 

E. Nutritidriist EvalUatidri Form for Child Care 
Facilities, Fdirni No. 72-A. 



NEW HAMPSHIRE DIVISION OF 
EUBHGHEAUH 



A . New Hampshire Division of Public Health. A col- 
lection of child care and child placing agericy 
licensing statutes and standards, (Inquiries: New 
Hampshire Division of Public Health Services, 
Bureau of Child Care Standards and Liccrisirig, 
6 Hazen Drive, Concord, New Hampshire 

03301-6527, (603) 271-4624. 

The New Hampshire Division of Public 
Health has responsibility for defined child care 
regulations. Besides the licerisihg statute, this cdl- 
lection contains: 1) Child DayCare Licerising arid 
Operating Standards and 2) Child Care Resideri- 
tial Licensing and Operating Standards. 

ft A miscellaneous collection of forms utilized by 
the Division in carrying out its licensing respon- 
sibility. (Inquiries: see above.) 

This miscellany of licerisirig fdrriis includes: 
1) Request for Child Care Irivestijation; 2) Intake 
Form; 3) Complaint Ldgj 4)_ Irispectidri Log; 

5) Child Care Licerisirig_Site Visit Repdrt; arid 

6) Licensing/Mohitoririg Procedures. The collec- 
tibn also iricludes a sanlple computer priritout of 
the types of licensed facilities. 

C. A collectidn_bf procedure fornis develdped by the 
Division of Public Health relating to safety, health 
and well-beirijg df childreri iri day care. (Inquiries: 
see above.) 

This collection of procedure fdrrns includes: 

I) E_mergericy_Procedure; 2) Field Trip Permission; 
3) Child Day Care_Accide_rit Repdrt; 4) Playground 
Safety Checklist; 5) Fire Dnll Log; 6) First Aid Sup- 
plies L7)Trarispdrtatidn Permission; 8) Menu for 
the Week of ♦ 9) Authdrization to Dispense 
Medicatidn; VO) Accident Preyeritiori Tips; 

II) Toddler Tales; 12) Toilet Training; and 
13) When a Child Bites. 

Z>. A cdllectidri of material developed by the New 
Harripshire Divisidri df Public Health in relation 
td erripldyer supported day care. (Inquiries: 
see above.) 

This cdllectidri of material represents the 
Djvisidri*s attempt to iriterpret and provide a 
techriical assistarice service relative to the impqr- 
tarit issue df employer-supported day care. Any 
state day care regulatory authority (Public Health 
dr Human Services) currently concerned with 
this issue should benefit frorn New Hampshire's 
1 rt iriteipretive Operations in the area; 

iM9 



SEATTLE-KING COUNTY DEPARTMENT 
OF PUBLIC HEALTH 

A. Child Day Cafe Health Handbook, 1985. 
(Inquiries: Seattle-King County bepartment of 
Public Health, Day Care Health Program, Room 
1406— Public Safety Building, Third and James, 
Seattle, Washington 94104, (^^ 587-2761.) 

This is a well organized handbook by the 
Seattle-King County Department of Public Health 
on cdmrriunity education relating to preventing 
illness in day care settings. Its 86 pages are clear- 
ly written and useful both for day care staff and 
consurhers. There are specific sections on: 

1) Preventing Illness in Day Care Settings; 

2) Illness; 3) Children's Health Histories, Physical 
Exams and Immunizations; 4) Prevention, Acci- 
dents; 5) Child Growth and Development; 
6) Nutrition; 7) Dental Health; 8) Encouraging 
Emotional Health and Good Behavior; 
9) Child Abuse; and 10) Community Resources. 
It is well formatted and indexed: The listed price 
is SB per copy. 

B. A collection of community education brochures 
utilized by the department to reduce home 
hazards to health. (Inquiries: see above.) 

Brbchures developed by the department 
have the_ following titles: 1) is Your Home Hazar- 
dous to Your Health?; 2) Household and Garden 
Pesticides Safety; 3) Noise; and 4) Formaldehyde. 

C Day Care Infection Control Protocols: (inquiries: 
see above— Room 1200.) 



This is a cpmprehehsive document contain- 
ing 78 pag'es of iiiformation by and prirharily for 
the staff of the Epidemiblbgy Section of the 
bepartment to establish guidelines for illhess 
management in child day care sites. The manual 
contains information regarding 31 diseases 
(ajphabetically arrailged), public health control 
measures and letters that can be used to 
disseminate iilfdrmaUbh regarding cbrh- 
municable diseases. These letters may be 
distributed by the day care agency to^he families 
when a particular illness is detected. The present 
manual was published in December 1985 and 
plans call tor an annual update. The listed price 
is $6 per copy. 

-D. A collectionjof documents relating to accident 
prevention, first aid, communicable disease risk 
assessrrieht. (Inquiries: Seattle-King Cou^nv 
Department of Public Health, County Day Care 
Prbgr_am,_2424— 156 NE, Bellevue, >OC^shington 
98007, (206)344-6882.) This collection contains 
a course outline oh the prevention and treatment 
of illness and injury in day care children, included 
are: 1) A statement oh safety considerations in the 
child care center and home; 2) An outline on safe- 
ty considerations by developmental stage and 
developmental task; 3) A questionnaire on 
preventing accidents; 4j A quiz on health and safe- 
ty; 5) A community education poster on feeling 
safe; and 6) A questionnaire entitled "Disease 
Prevention and Control Self-Assess- 
ment Guide*'. 
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n Decembiefi 1985 a questidrinaife entitled, 
I' Inquiry: Heaith of Cliiidferi in Day Care was fdf- 
friUlated and sent to state Maternal and Child Health 
and Crippled Children's units (see below). The pur- 
pose of this qUesUdnnaire was to quickly obtain sdrhe 
beginning **inteiiigence" df current public health ac- 
tivities fdf the prdfile cdnference and publicatidn. 
Thirty states responded td the inquiry, sdrhe fully and 
sdme in part— a 60% return! Excluded frpm this sum- 
mary report are the seven states which presented 
a prdfile chapter: Massachusetts, Cdrinecticut, 
New Hampshire, Maryland, Mississippi, Kansas 
aild Arizona. 

Fdlldwing are summary statements for the 
23 non-profile states. 



SUMMARYmTF,MF,NT NQ^l 



In this sampling of 23 states, all reported that 
some form of day care was regulated in the state and 
most indicated several categories of day care, i.e. day 
care centers, preschools, family day care and "other 
types" of day care facilities. In only one state in this 
sampling of "non-profile" states did the department 
of health have the formal licensure responsibility. 



SUMI 



:EMENXN0. 2: 



(Relating to inquiry question: "Do local public 
agencies have any inspection or regulatory respon- 
sibility?") In three-fourths of the 23 states the local 
public health agency has a day care ihspectiohal or 
regulatory responsibiiity. The listed local resjDonsibility 
varied greatly but sahitatibh would seem to be the 



most frequent service. Other listed services performed 
by local public health agencies in relation to day care 
included: immunization, communicable disease and 
food/nutrition service: Interestingly; in several 



instances, although the state health departrheht does 
not have the formal day care licensure responsibility, 
the local public heaith department staff participates in 
the investigation and licensing processes in ah inten- 
sive manner. 



NUMMARY STATEMFNX 



(Relating to the question: "How are the day care 
health functions funded?") About 50 percent of the 
23 states rely in whole (ten s^tes) or in part (two states) 
upon "state funds." Four states rely on "MCH Block" 
in whole (three states) or in part (one state). One state 




relied in part on "Prevention Block'* in addition to the 
other two categories; Six states, over 25% of the 
sampling, indicated no fiinds are available, at least 
under these categorical headings. 



SUMMARY STATEMENT NO. 4: 



(Relating to the question: **How much full time 
s^ff are involved in your day care effort?") This ques- 
tion tended to be non-productive with only eight 
smtes responding with a number other than zero. The 
question should be restated for use in later data- 
gathering operations relating to public health staff 
committed to the day care area. 



SUMMARY STATEMENT NO. 3: 

(Relating to the question: "Does the MCH or CC 
program participate with the licensing amhority in ac- 
tivities to promote the health of children? Yes or No. 
If yes, please complete activities and method on page 
two of inquiry") Of the 23 states, 11 answered yes. The 
three most frequent methods used were: **consulta- 
•ion" (seven states), "standard setting" (six states), and 
"education material" (six states). One state indicated 
that it uses nine of the ten methods listed on the 
schedule. This, latter response is similar to responses 
by the six profile states with the regulatory authority 
for day care. 
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SUMMARY STATEMENT NO. 6: 

(Relating to the question: "Give a mini-profile of 
your program or project.") There was marked diver- 
sity in the nature of the comments. Most reported 
activities could be categorized as follows. 

7. The health department provides a direct serv- 
ice(s) to day care children or day care facilities. 

2. Cdrisultation, training or technical assistance is 
fDroyided by health department to day care 
facilities/consumers. 

3 . A regulatory activity such as formulating or help- 
ing with the formulation of standards, inspection, 
supervision, license issuance or enforcement action 
is provided by the health department. 

4. The health department provides a cbrhmuhity 
day care organization activity including promoting 
child health and development, advocacy, research 
and demonstration and community coordinating, 
with special reference to safeguarding or upgrading 
day care. 

Overall, the questiorihaire revealed that public 
health at both state arid local levels is much involved 
in safeguarding arid Upgrading day care. The participa- 
tion varies froiti locale to locale, is often fragmentary,, 
and is in need of conceptual thinking by the field of 
public health as a whole. 

The complete or iexcerpted commenLs from i t i ^ 

18 selected states are presented as "mini-profiles" to | 113 
reflect the diversity of activities. 




FLGRIDA DEMRTMENT OF HEALTH AND 
REHABILITATIVE SERVICES 




wo programs. in Florida's Department of 
Health and Rehabilitative Services (the 
umbrella health, social and rehabilitative 
services agency) share primary responsibility for the 
licensure, inspection and rnpnitorihg of child day care. 
They are the Children, Youth and Families (GYF) 
Program and the Office of Licensure and Certification. 

Florida is composed of 67 counties, each having 
a county health unit. Those professionals primarily in- 
volved with child day care are public health nurses and 
nutritionists. However, invoivemerit is not uniform 
throughput the 67 counties. The CYF and health pro- 
gram offices (state level) are currently working 
together to promote greater uniformity. 

CYF arid the Office of Licensure and Certifica- 
tiori*s primary responsibility for regulation is accom- 
plished through standard setting, consultation, train- 
ing and irispections. Direct services are offered for 
health assessnlerits, screenings, and immunizations for 
both children arid day care workers. These two pro- 
grams plus the Crippled Children's Program are exten- 
sively involved in Florida child day care. 



GEORGIA DIVISION Q££HBLi£J 

Although the Division of Public Health does not 
work directly with the licensing authority, the Office 
of Regulatory Services, also located within the Depart- 
nlerit of Human resources^ it does^ssist day care pro- 
grams iri promoting health care. The Epidemiblbgy 
Office assists day care personnel in controlling disease 
through investigation, monitoring and training. The 
Child Health Office provides training iri creating a safe 
and healthful erivironnierit, proper nutrition, and 
preveritidn of child abuse. The office also, trains 
the public health nurses who provide trairiing for day 
care staff. 

Georgia's Diyisidri of Public Hcalth*s invoivemerit 
iri child day care lies iri the investigation of infectious 
diseases. Consultation, trairiirig, and monitoring are 
used to assist day care programs. 



HAWAII STATE DEPARTMENT OF HEALTH 

A day care program does not exist in the MCH/CC 
programs of the Hzwali State D»epartment of Health. 
Day programs for children 0-3 years are operated on 
a private or voluntary basis and are licensed by the 
Departrheht of Social Services and Housing. 

Children three years and over with special needs 
are eligible for Departrheht of Education classes; A 
-^tewide system of infant development program^is- 



available for children 0-3 years with developmehtal 
disabilities. These programs are operated by the 
Department of Health or fuhded bh a contractual basis 
with voluntary agencies in the cbrhrhuhity. They 
are not considered day care prograrhs but rather 
are treatrnent progx-ams designed to maxirhize the 
child*s development, to minimize the disability^ 
and to teach and support the family Ih assurhlhg 
primary respbrisibility. 

Most of the available services aire provided 
through the public health nurfing brahch and some 
through the nutrition branch. Neither of these 
branches_are organizationally with the Family Health 
Services Division which includes Maternal and Child 
Health and Crippled Children's Services. However, 
these branches provide much of the direct and con- 
sultative services, which are the core of our MCH/CC 
programs. Sanitation inspections are regularly re- 
quested and provided for the day care program. 



IDAHO DEPARTMENT 0F HEALTH 
WELFARE 



Idaho is probably the last state to have mandatory 
day care licensing statewide. County regulations are 
enforced. This year, however, support has been 
generated throughout the state to encourage statewide 
regulation of child care. 

The Idaho Division of Health and one of our 
seven district health departments have recently 
developed a training program for day careproviders. 
Seven day care provider workshops are being offered 
throughout the state and teaching materials are being 
made available to the local health departments. This 
project has been quite successful and should have an 
impact on the quality of care that children receive. At 
least two counties are considering ordinances to make 
a training course mandatory for all operators of day 
care. Locaj public health agencies are also involved in 
the enforcement of county regulations. 



lEE&RTMENT OF HEALTH 



MCH in Iowa has no legislative mandate in child 
care. However, the MCH programs, in general, provide 
a large proportion of the child health supervision of 
the children in day care and in Head Start. 

Child health supervision includes immunization, 
well child supervision, health promotion, dental 
healthy social assessment, and nutrition (including 
WIC). MCH, along with the Disease Prevention Divi- 
sion^ provides day care licensing with consultation and 
guidance for the control of comrr.unicable disease. 



KENTUCKY DEPARTMENT OF 
HUMAN RESOURCES 



Kentucky regulations state that any facility caring 
for rriore than "three non-related childreri: must be 
licensed. The state agency responsible for regulation 
is the Cabinet for Human Resources^ Office of the 



Inspector General. _Local public health agencies have 
the responsibility for sariitatidri inspections. 



LOUISIANA DEPARTMENT OF HEALTH 

_ ^ AND HUMAN RESOURCES. 

__ Although neither the Louisiana GC Program 
(Haridicappied Ghildren^s Services) or the MGH 
Program have a separate formalized day care program, 
there are a number of services which they and other 
programs provide within the Office of Prevention and 
Public Health Services to day care centers. The nutri- 
tion section provides dietary consultations; the com- 
municable disease section responds to requests for 
services and surveys for immunization status. The 
communicable disease section js also planning 
statewide inservice progranis on infectious diseases in 
response to CDG recbmmendatiohs., The Eye 
Anomalies arid Communicative Disorders Section pro- 
vide vision and hearing screening. Sanitarians at local 
health units provide facility inspections. 



NEW JERSEY DEPARTMENT OF 
HUMAN SERVICES 

in New Jersey day care center^, preschools and 
special care facilities are regulated by the New Jersey 
Department of Human Services, Division of \buth and 
Family Services, Bureau of Licensing: tocai public 
health agencies are responsible for assuring local com- 
pliance with the state sanitary codes regarding lead 
poisoning, communicable disease, immunization and 
youth camp safety. 



NEW MEXIG0 HEALTH AND 
ENVIRONMENT DEPARTMENT 

The section responsible for day care liciensing is 
part of the Health Facilities and Occupational Licens- 
ing Bureau, the regulatory arm of the Department of 
Health and Environment. Licensing is mandated by 
means of the Public Health Act to protect the health, 
safety and welfare of clients using the facilities licensed 
by the department. The Licensing Health Related 
Facilities section reguiates child care centers, family 
day care homes, boarding homes, adult residential 
shelter care homes, diagnostic and training centers, 
speciaj hospitals, 24 hour child care centers, group 
homes, maternity homes and shelters. The section has 
a total staff of eleven field surveyors, one supervisor 
and four suj5pqrt staff. The Bureau also enforces the 
criminal records check and licensing fee regulations. 

Local public health agencies have insj5ection or 
regulatory resporisibiUty for public health conditions. 
Their rc)le in day care prirnarily involves the setting of 
standards, consultation training, monitoring and in- 
spection. The aay care activitiej; on which tjiese 
methods focus are accident prevention, enyjronmen- 
tal health and safety^ infectious diseases, special needs 
children, child abuse and health promotion: 



NEW YORK DEPARTMENT OF HEALTH 

the New York State bepartmerit of Health pro- 
vides consultation lo the New York State Departments 
of Civil Service and Social Services on health and 
safety issues affecting the day care population. Those 
issues include accident preveritidri, safe arid healthy 
environment, health assesstnerits, imtnuriizatipris and 
staff health training. Local public health agencies have 
inspection responsibility regarding food arid water. 

Two day care ceriters are also urider direct con- 
tract to loan child auto safety seats and educate low 
income families on their proper installation and use. 



OHIO DEPARTMENT OF 
HUMAN SERVICES 

The^Ohiq Department of Human Services is the 
regulatory agency for childjjay care. The Ohio Depart- 
ment of Health is involved with the licensing authority 
through the appointment of a representative on the 
Day Care Advisory Committee within the Department 
of Human Services^ 

The Department of Health works with the licens- 
ing authority to assist with the setting of standards on 
health related issues, by providing consultation and 
education on such topics as accident prevention, 
health screening, infectious diseases, first aid and den- 
tal health. The Department is also a direct resource for 
child day care providers. 



OREGON STATE HEALTH DIVISION 

The Oregon State Health Division and County 
Health Departments share regulatory responsibility for 
the immunization requirements In child day care: The 
Oregon School/Facility immunization Law covers ail 
certified day care centers. All hew clients must have 
at least one dose Diphtheria/Tetanus containing vac- 
cine, polio, and measles/mumps/rubella to be enrolled. 
At least once a year each child is monitored to ensure 
that his immunization record is up to date. There is ah 
exclusion clause for children in non-compliance. The 
Oregon State Health Division is coordinating an ad- 
visory committee on infectious diseases in day care 
centers. County health departments are also respon- 
sible for surveillance and outbreak control activities. 

State and county sanitarians inspect primarily for 
food service (also water and sewage disposal, if day 
care home has individual water and sewage system, i.e. 
private well and septic tank). 



RHODE ISLAND DEPARTMENT 
OF HEALTH 

In accordance with Rhode Island General Law 
40-13-5, before a license to operate a day nursery is 
issued, the facility must be inspected by the state fire 
mai^hars office and a sanitarian from the Department 
of Health. 



The Immuriizaiioil Program of the Divisiori of 
Disease Control in the Dep artrnent of Health serves 
a consultative rblie in the area of child day care. Staff 
annually assess cdrripliance to the immunizatibri 
regulations by requesting a report from each center 
This informatiori is compiled into a preschool im- 
munization assessment book. As a follow-up, approx- 
imately seven percent of these schools/tenters are 
visited to validate the reports submitted and to provide 
consultative services._ 

The Division of Food Protection and Sanitation 
monitors environmental conditions relating to food, 
food service and vv^te disposal in day care centers and 
nursery schools. Private water systems falling under 
the Safe Drinking Water Act are monitored and tested 
four times a year. 



SOUTH DAKOTA STATE DEPARTMENT 
OF HEALTH 

The Maternal and Chi[dHe^^^ Progmm has pro- 
vided funding for day rare home provider training and 
for air time for public service announcements to 
encourage parents to be good consumers of day care. 
Each of these projects is being co-sponsored by the 
Department of Social Services and is statewide in 
its impact. 

The South Dakota MCH program is an extensive 
training resource for ^ay care programs including 
issues such as accident prevention, environmental 
safety infectious disease, sick child care, parent educa- 
tion and nutrition. 



PMENT OF HEALTH 



Day care programs are regulated in Utah by the 
Social Services Department: The Utah De^rtment of 
Health provides consultation, education and 
legislative support to the licensing authority to pro- 
mote the health of children In day care: PubHc health 
is involved with setting standards on health related 
issues. It is also actively involved in nutrition at day 
care centers. Local health agencies have responsibili- 
ty for sanitation inspection. 



IT-DEPARTMENT OF HEaLFH 



The Vermont Department of Health, Medical 
Services division personnel^ Central and District 
Offices, provide other governmental agencies with 
consultative assistance in regard to health care of 
children in day care services. In certain instances 
public health staff nurses serve day care facilities on 
a part-time basis, usually as advisors, but may perform 
health assessments, health screenings and offer educa- 
tional programs for staff: 

In addition, Health Department Medical Care per- 
sonriel regulate and certify the one Vermont facility 
which offers care for crippled children or children 
withjphg term illnesses. 

The Verrhdht Departments of SRS and Health are 



collaborating in an effort to prevent child sexual abuse 
among preschool children. Prevention education for 
the prrschoolei^ ' parents will be the focus of this new 
program_; Preschool children are at substanfi^l risk for 
becomjng sexually victimized by adult as well as 
adolescent offenders. SRS reports that 26% of the 
child sexual abuse victims in 1984 were 0-6 years did. 
The Health Departmenrs study of adolescent sex 
offenders found that almost half of the victi ms were 
between the ages of two and six. 

eurrently SRS^s Child Care Training Prdgrarri 
employe part-time trainers throughout the state to 
work with child care providers. This new prograrri will 
allow trainers (and other community-based groups to 
deliver preyention education to the parents o'" 
preschool children at their day care and local com- 
munity centers. The prevention education classes will 
begin in April and continue through February 1987. 

VIRGINIA DEPARTMENSlijEHEAEEH: ~ 
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Virginia's Department of Health is particularly 
involved in child day care through community net- 
working, consultation and education activities, tocal 
health departments have regulatory or inspection 
responsibilities, but the state regulatory authority Is an 
interagency responsibility of the.Department of Health 
and the Department of Social Services. 



mSlN DIVISION OF HEALTH 

Public health in Wisconsin is actively involved in 
child day care through the Division of Health at a state 
level and through local public health agencies. The 
prjmary function of licensing, handled through the 
Department of Health and Sociaj Services, is to create 
a safe and healthful environment. 

Local agencies provide consultation, training and 
community networking on injury prevention and in- 
fectious diseases. Local public health involvement in 
health assessments Is provided through community 
networking. Programs on health promotion, firs" aid, 
and parenting education varies with the local resource. 

In addition, comprehensive day care and nursery 
school health services are provided to preschool 
children with emphasis on screening, referral 
and diagnostic therapy for hearing, speech and 
language djsorders. 

An MCH project is being developed to provide 
services tol40 full group licensed day care centers in 
the city of Madison which includes approximately 
1500 children and their families and 300 day care staff 
inembers. These services will include: development 
of a cominuhicable disease course which will be 
piloted arriiDng day care personnel; education of the 
staff arid children regarding com :;ible disease 
prevention arid cbritrol; creation oi isease report- 
ing/surveillance systemi policy reco: ndatlons for 
day care centers regarding the manage nt of com- 
mon health problems; the development ( quarterly 
newsletter vi'ith childhood injury/prevention informa- 
tion; and the statistical arialysis of screening data. 



K he nature of this project which spails most 
K areas of jpublic health, is not conducive to 
1^, the development of a standard bibiiogfaphy. 
However, we have elected to provide the reader with 
beginning references under these four headings: 

/. List of national private organizations con- 
cerned Jn various ways with the health of day 
care children 

2. Selected references of health risks in day care 
facilities 

3 . Papers relating to the public health agency as the 
day care regulator 

4 . Works related to the theory of innovation and 
diffusion 

Collectively, we believe they will provide a sense 
of direction to those who may wish to further pursue 
the topic of innovative public health services for 
America's day care children. 



NATIONAL ORGANIZATIONS 
GONGERNED WITH THE HEALTH OF 
DAY GARE CHILDREN 

A. American Public Health Association (APHA), 
1015 15th Street, N.W., Washington, D.C. 20005, 
(202) 789-5600. 

B. American Acaderriy of Pediatrics (AAP), 141 
Northwest Point Boulevard, P.O. Box 927, Elk Grove 
Village, lUiridis 60009-0927, (312) 228-5005. 

C. National Association for the Education of Young 
Children (Preschool) (NAEYC), 1834 Connecticut 
Avenue N.W., Washington, D.C. 20009, (202) 232-8777 

National Head Start Association (Preschool) 
(NHSA), do Sarah M. Greene, 1707 15th Street, E. 
Braderitdn, Florida 33508, (813) 748-0137 

E. Child Welfare League of America (CWLA), 
67 Irving, Place, New York, New York, 10003, 
(212) 254-7410. 

F. Children's Defense Fund (CDF), 122 C. Street 
N.W., NX^shington, D.C. 20001, (202) 628-8787 

G. American Humane Association (AHA), 9725 E. 
Hampden, Denver, Colorado 80231, (303) 695-0811: 



SELECTED REFERENGES RELATINGlTO: 
THE HEALTH OF DAY CARE CHILDREN 

1 _ Arriericari Pub lie Health Association , Association 
of State arid Territorial Health Officials, National 
Association of County Health Officials, United States 
Conference of Local Health Officers, Department of 
Health arid Human Services, Public Health Service, 
Ceriters for Disease Control: >iodel Standards: .4 Gw/i^e 
for Community Preventive Heaith Services^ 2nd 
Edition, 1985, 135-136. 
2. Peter, Georges (edO^Children in Day Care^^ 
of the Committee on Infectious Diseases, IWentieth 
Edition, 1936. Elk Grove Village, Illinois: American 
Academy of Pediatrics. 
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3; Dejtch, Selma R: (ed:), Cdrrirhittee on Early 
Childhood Adoption and Dependent Care. Health in 
Day Care: A Manual for Hetzlth Prqfessiohals, in p^ress, 
American Academy of Pediatrics. 

4 . Aronsoh, S:S: , "Priorities for Health and Safety in 
Child Car^" Child Care information Exchange, 1986; 
50: 14-18: 

5. Chang, A; S: Zukerman and H.M. Wallace, 
"Health Services Needs of Children In Day Care 
Centers," American Journal of Public Health, 1978; 
68: 373-377. 

6>. Goodman, R:A., "Infectious Diseases and Child 
Day Care," Pediatrics, 1984; 74: 134-139. 

7. Osterholm, Michael T.; Jerome O. Klein; Susan S. 
Aronson and tarry K. Pickering, '^Infectious Diseases 
in Child Day Care: Management and Prevention," 
Revieu of infectious Diseases, Vol. 8, No. 4, July- 
August 1985: 

8. Haskins, Ron, Ph.D. andjonothan Kotch,_M,D., 
"Day Care and Illness. Evidence.. Cost and Public 
Policy" i^diatrics, 1986; 77: No. 6, Part 2. Supplement. 
(Preprint requests to (R.H.) 8864 Woodland Drive, 
Silver Springs, Maryland 20910. 



THE HEAtTH DEPARTMENT AND 
REGULATORY COMMISSION 

1. Cohen^ Arthur, E., ''Gbverrirnent Regulatiorband 
Public Health," Washington, DC. 20005. American 
Public Health Association, June 1980. 

2. Class, Norris E., "Licensing for Child Care: A 
Preventive Welfare Service,'^CMWr^A2, Volume 15, 
No. 5, Septernber-Octdber 1968. 

5. Young, Kathryn arid Edward Zigler, "Infant and 
Toddler Day Care: Regulations and Policy I mplica- 
tionsj' American J. Orthopsychiatric J^nu^iry 1986; 
56: (I) 44-54. 

4 . Class, Norris E. and Shirley Norris, "The Admin- 
istrative Locatiori of pay Care Licensing in the Depart- 
merit of public Health." A paper given at an annual 
CQrifererice of the National Association of Education 
of Ydurig Children in Detroit, 1981. 

5. Fiene, Richard and Mark Nixon, 'The Instrument 
Based Program Monitoring Information System and 
Iridicatdr Checklist for Child Care," Child Care 
Quarterly, Fall 1985; 14(3), 203. 

INNQVATIOR^NaBIEEHSIQN THEORY" 

1 . Kaiier; Horace. 1931. "Innovation," Eficyclopedia 
of Social Science. 

2. Gardner, John. 1981. Self Reiiewal: The 
individual and the Innovative Society. WW. Norton 
and Co:, New York. 

3 . Miles, Matthew B., Editor. 1964. I?2?20vatton in 
Education. Columbia Uriiversity Teachers College, 
New York: 

4 . Rogere, Everett M^ 1983. Diffusion of Iwiova- 
tiohs. New York. The Free Press. 
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